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DEDUCTIONS FROM 6700 GOITER OPERATIONS 
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AVING published from time to time in this 
JOURNAL in past years a review of our 
work in the surgery of the thyroid, it seems fit- 
ting now, after having completed over six thou- 
sand seven hundred thyroid operations, to pre- 
sent to the community in which the work was 
done our present views concerning the various 
types of thyroid disorder. 

We have in the past urged that discrete foetal 
adenomata of the thyroid be removed because 
of the danger of malignant degeneration, par- 
ticularly in this type of tumor. Our constantly 
widening experience with foetal adenomata has 
more and more impressed upon us the wisdom of 
this position. 

The establishment by Dr. Allen Graham of 
additional criteria of malignancy occurring in 
foetal adenomata by the demonstration of vessel 
ingrowth, particularly beneath the capsule of 
the adenomata, has materially increased the 
percentage of malignancy occurring in our cases 
of true adenomatous goiter. 

Up to the time when Dr. Graham* called at- 
tention to vessel ingrowth as an indication of 
possible assumption of malignant characteristics 
in an adenoma of the thyroid, pathological diag- 
noses were for the most part made upon the 
typical morphological evidence of malignancy as 
seen elsewhere in the body. 

That these criteria were not compatible with 
the later life histories of patients with these 
thyroid tumors was evidenced by the findings 
that, in spite of the fact that tumors were re- 
ported benign, metastases oceasionally occurred 
and typical malignant deaths resulted. Like- 
wise, in spite of the fact that tumors which 
were morphologically benign metastasized, the 
microscopic findings in the metastases were at 
times still lacking in morphological evidences of 
malignancy. These are the tumors which have 
been called by the German pathologists malig- 
nant adenomata, a term which is improper, 
since, if the tumor is an adenoma, it is benign, 
and, if it is malignant, it is no longer an ade- 
noma, but a malignant tumor. Dr. Graham, in 
reviewing the pathological picture in some of the 
eases reported as benign, which have later 
metastasized, has been able to demonstrate in 
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+For record and address of author see “This Week’s Issue,” 
page 945, 
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those specimens that his newer criteria of 
malignancy, vessel ingrowth, was present in the 
original specimen, but its significance not appre- 
ciated. 

In the same way, Dr. Shields Warren, in re- 
viewing the pathology of cases in our series 
which had originally been reported as benign 
and later died of malignancy, has been able to 
demonstrate the presence of vessel ingrowth in 
the specimens as an indication of the transition 
of the benign tumor to a malignant one. 


ILL. I, Vessel ingrowth. Note the segment of ingrowing 
tissue projecting into the lumen of the vessel. 


Careful search in the pathological department, 
in our surgical specimens for vessel ingrowth, 
as has been already stated, has resulted in the 
discovery of these evidences in an increasing 
percentage of cases, even in comparatively 
young individuals. So frequently has this con- 
dition been reported by the pathologist that we 
can only obtain a true estimate of its worth as 
an indication of malignancy by carefully fol- 
lowing the outcome of the patients from whom 
adenomata showing this phenomenon have been 
removed. 

Our position, then, regarding the discrete 
adenomatous tumors of the thyroid to-day is 
that a predominating percentage of all of the 
malignaney of the thyroid originates in pre- 
viously existing benign adenomata, that a small 
but definite percentage of tumors of this type 
show malignant degeneration or features sig- 
nificantly suspicious of such a lesion at the time 
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of removal. The percentage has been as follows: 
In the last 1484 cases of adenomatous goiter 
there have been 92 cases showing evidences of 
malignancy on microscopic examination,—6 per 
cent. 

It is difficult to say at the present time in 
those operated patients whose adenomata showed 
vessel ingrowth, but who have not died or shown 
metastasis, whether this means that vessel in- 
growth is not a reliable indication of malignant 
transition, or whether the tumor has been re- 
moved before metastases have occurred. 

The only test of malignancy in many thyroid 
tumors is the course of their later history. That 
is, whether or not they have metastasized and in- 
vaded tissue in a malignant manner. 

All tumors showing vessel ingrowth must be 
considered as potentially malignant and the pos- 
sibility of recurrence and metastasis always 
held in mind. 

The mortality of the removal of discrete 
adenomata is so slight and the incidence of car- 
cinoma so confined to this group that all adeno- 
mata of this type should be removed. 

Lest this statement be misapplied, it should 
be realized and appreciated that all unilateral 
or bilateral tumors of the thyroid are not neces- 


ILL. II. A large unsightly and disfiguring colloid goiter in 
a young girl, before removal. 


sarily of this type, and that this statement does 
not mean that every swelling of the thyroid is a 
foetal adenoma and requires removal. 

We still hold the view that any goiter which 
is unsightly, even though it is not producing 
symptoms, or of the variety possessing dangers 


symptomless goiters, but even in the bad toxic 
goiters, and the incidence of tetany and bilateral 
injury to the recurrent laryngeal nerve is now 
so low that they present no argument against 
the removal of these disfiguring swellings. 

So readily may the effect of goiters upon the 
trachea be shown to-day by the proper demon- © 


ILL. III. The same patient, after removal, showing the im 
provement in appearance. 


stration of that structure by x-ray that any sug- 
gestion of interference with breathing should 
lead to an x-ray picture of the trachea to dem- 
onstrate whether or not that structure is de- 
viated, dented or flattened antero-posteriorly or 
laterally by the pressure of a tumor or a colloid 
enlargement or a multiple colloid adenomatous 
enlargement of the thyroid gland. 

We have stated in the past, and continue to 
urge, that any tumor of the thyroid which is 
low-lying and tending to become intrathoracic 
be removed before it does become intrathoracic. 

A great majority of intrathoracic goiters will 
be on one or the other side of the trachea, with 
the result that in most instances there will not 
only be demonstrable shadows within the su- 
perior mediastinum, but there will also be a 
definite dislocation of the trachea toward the 
opposite side of the mediastinum. 

Cysts of the thyroid have been considered 
harmless. It must, however, be remembered that 
eysts of the thyroid, in our experience, have 


of malignancy, should be removed. Our mor- 
tality in partial thyroidectomy, not only in these 


always been adenomata of the thyroid of the 
foetal type in some stage of degeneration, or, 
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better, liquefaction. Physicians in diagnosing 
tumors of the thyroid should have in mind that 
practically all cysts of the thyroid originate as 
foetal adenomata, the type of tumor to which 
almost all thyroid malignancy is confined, and 
that cysts of the thyroid occur as the result of a 


ent to the walls of the cyst, and possessing still 
the possibilities of malignant changes. It is 
evident, therefore, that patients should not be 
advised that cysts of the thyroid are essentially 
harmless. 

We have now operated upon well over four 


LI. IV. A substernal goiter extending down to the arch of the aorta. 


aamane the outline of which is marked by dashes. 

The outline of the shadow of the intrathoracic goiter is 
continuous line about it. 
central softening of these tumors and a gradual 
change in the solid thyroid tissue substance of 
the tumor until solid tissue disappears and is 
replaced by fluid. It should be recalled, how- 
ever, that even though a considerable part of the 
solid center portion of the tumor tissue disap- 
pears so that only the thick fibrous capsule of 
the previously existing adenoma remains, there 
will in many cases be found large plaques of 
epithelial adenomatous tumor tissue still adher- 


Note the marked lateral disiocation of the 


marked by arrows, and the curve of the aortic arch by a curved 


thousand toxie goiters, and our views regarding 
this phase of thyroid disease have not changed 
greatly. Due to the pre-operative use of iodine, 
multiple stage operations which we have pre- 
viously advocated have markedly diminished in 
number, and when done are now limited at the 
most to a two-stage procedure, the partial re- 
moval of one lobe, the patient returning to the 
hospital at the end of six weeks for the partial 
removal of the remaining lobe. The pre-opera- 
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tive employment of iodine has practically elim- TABLE II 

inated preliminary pole ligations, as may be Morratiry RATE IN Past Two Years 

seen in the following table showing the number IN THYROID OPERATIONS 

of ligations done per year in the last five years.| 1997 § deaths in 954 operated patients in 1118 th ) 
| y- * 
| The mortality of exophthalmie goiter has di- roid operations. Total patient mortality 
| minished to very ‘ow figures in spite of the fact 0.6%. 


L. V. Moderate lateral dislocation and narrowing by lateral pressure from an adenoma which has not become intra- 
thoracic. The flattened and narrowed portion of the trachea is between the two arrows, 


Of this group 560 were toxic goiters and 
TABLE I 5 of the 6 deaths occurred in ages — 
making a mortality of 0.9% in the toxic 

NUMBER OF PRELIMINARY POLE LIGATIONS BY YEAR cas . y % 


es. 
IN THE Past Five YEARS 1928 3 deaths in 1068 patients operated for thyroid 


1924 57 disease and 1223 thyroid operations, a total 
1925 1 patient mortality of .28%. 

1926 10 Of these cases 618 were toxic goiters in 
1927 which there was one death, making a mor- 


3 
1928 0 tality for toxic goiter of 0.16%. 
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that many serious cases have been accepted and 
no cases rejected for operation except where 
vomiting and delirium were present. Those 
delirious patients have all been kept in the hos- 
pital, and when they have recovered from the 
acute crisis, usually operated within two weeks 
of their crisis and without mortality. 


ILL. VI. 
terior to 
sion of the bronchi may be demonstrated. Partly lateral view. 

Within the last few years the position has 
been taken that practically all cases of primary 
hyperthyroidism or exophthalmic goiter shall be 
kept in bed and on Lugol’s solution for an av- 
erage period of eight days before operation, and 
we feel sure that this has been of distinct advan- 
tage in diminishing the number of two-stage 
operations and in decreasing the mortality rate. 

The employment of Lugol’s solution has con- 
tinued to be one of the most useful recent de- 
velopments in the management of exophthalmic 


goiter. We have not seen any disadvantage in 
employing it in toxic adenomata as well as 
exophthalmic goiter, but its most striking re- 
sults will always be in the latter group of cases. 
We would continue to urge early surgery in 
toxic goiter before intense toxicity has super- 
vened, and also that a decision be made early 


Antero-posterior pressure and flattening of the trachea from a partly substernal adenoma situated directly an- 
the trachea. The shadow of the trachea has been outlined by dashes to aid in its visualization. 


Note how the divi- 


as to whether or not surgery is to be advised. 
If it has been settled definitely that surgery 
is not to be employed, there is then no objec- 
tion to the prolonged administration of iodine. 
If, on the other hand, surgery has been decided 
upon, it is better that iodine be not given, as 
has frequently been advised by us, in order that 
the immediate improvement which may be ob- 
tained in the untreated hyperplastic thyroid 
may occur just previous to the operation to 
make the patient a better surgical risk. 
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We have the distinct impression that there 
are fewer cases coming to the clinic in the acute 
stages of thyroid crisis with vomiting, diarrhea, 
and delirium, but we should like to stress again 
what has already been said in one of our recent 


_articles in this JouRNAL on the crises of hyper- 


thyroidism,—that, if lives are to be saved from 
acute thyroid crisis, the impending onset of the 
condition must be recognized as an emergency, 
and the institution of preventive measures, 


frequently occurs without these complications, 
may convert a patient with but moderate toxi- 
city, in two or three days, into one with a severe 
thyroid crisis presenting delirium, vomiting, 
and diarrhea, and resulting in death, in spite 
of all corrective measures. We would there- 
fore again stress the need of early removal of 
thyroid toxicity and prompt emergency meas- 
ures as already stated, if we are to overcome 
avoidable deaths. 


VII. A partly lateral view showing anterior dislocation of the trachea by an nr nageaor and retrotracheal = 
esr that the trachea is narrowed antero-posteriorly, but that the pressure is from behind the trachea 


fluids, glucose, iodine and morphia, immediate- 
ly started. If emergency measures are delayed 
until patients are already in crisis, they may 
well die in spite of all measures. 

We have several times stated that patients 
with obviously increasing thyroid toxicity are 
always in immediate danger of passing suddenly 
into severe and fatal thyroid crisis. The addi- 
tion of a severe influenza infection, a follicular 
tonsillitis, a gastric upset resulting in vomiting, 
an acute abdominal condition, or merely the 
unexplainable increasing toxicity which not in- 


The removal of thyroid. toxicity by subtotal 
thyroidectomy in the thyro-cardiae, that is, in 
the patient with heart failure complicated by 
hyperthyroidism, continues to be the most start- 
lingly gratifying result in thyroid surgery. An 
experience which now amounts to well over two 


hundred thyroidectomies on patients suffering 


from cardiac decompensation and hyperthyroid- 
ism, with but three deaths, has given us con- 
fidence to extend the limits of. operability in 
those cases until we would now urge that there 
are no thyro-cardiaes that are too sick or too 
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decompensated to be submitted to partial thy- 
roidectomy. 

It has been frequently demonstrated to us 
that patients who appear so decompensated that 
operation is seemingly hopeless have withstood 
partial thyroidectomy without incident, and, in 
spite of being so decompensated that they were 
unable to lie down, and were laboring for breath, 
have regained their compensation in a few days 
postoperatively, following relief from hyperthy- 
roidism. They have been able to lie down, have 
lost their dyspnoea, and have been able to walk 
out of the hospital within two weeks after the 
operation. So frequently have we seen this hap- 
pen that we feel sure the decompensation asso- 
ciated with hyperthyroidism is of a different 
character than cardiac failure purely of cardiac 
origin or cardio-vascular or cardio-renal origin. 
The failure associated solely with cardiac dis- 
ease doubtless represents a relatively complete 
exhaustion of cardiac capacity due to intracar- 
diae difficulties, or to long-standing, persistently 
progressive and unfluctuating extracardiac dif- 
ficulties. On the other hand, while decompensa- 
tion probably only occurs in hyperthyroidism 
when it occurs in a patient with a previously 
damaged heart, nevertheless, failure associated 
with hyperthyroidism is doubtless almost en- 
tirely due to the extracardiac burden of the 
superimposed hyperthyroidism, a factor of fluc- 
tuating intensity and capable (by rest) of some 
degree of variation and control. The fact that 
patients with cardiac decompensation and 
hyperthyroidism are able to get to the hospital 
and be considered as possible candidates for 
partial thyroidectomy indicates the degree of 
cardiac reserve which they must possess. We 
know, therefore, from our experience that the 
orthopneic, edematous, breathless patient with 
hyperthyroidism and cardiac decompensation 
should not be considered as to his or her ability 
to withstand partial thyroidectomy from the 
same viewpoint as the patient with cardiac de- 
compensation of non-thyroid origin. We would 
therefore urge that no patient with cardiac de- 
compensation initiated by a superimposed hyper- 
thyroidism is too sick to be seriously considered 
as a justifiable prospect for thyroidectomy. We 
would state, however, that this statement holds 
good only when every effort has been made to 
diminish decompensation preoperatively, when 
proper and expert anaesthesia is employed,— 
ethylene with its high percentage of oxygen, or 
cervical block,—and when rapid and expert thy- 
roid surgery is available. 

We have reported with Dr. E. P. Joslin upon 
the data and results of diabetes complicated by 
goiter and hyperthyroidism in seventy-five pa- 
tients.* 

The added burden of hyperthyroidism is a 
serious one to a patient with diabetes, since it so 
stimulates the metabolism that it is not possible 


- *Joslin, E. P., and Lahey, Frank H., American Journal of 
Medical Sciences, July, 1928. 


to control the diet. As long as the hyperthyroid- 
ism is severe, the patient as the result of this 
increased combustion, will, as Dr. Joslin has re- 
marked, ‘‘Eat himself.’’ Since diabetes is a 
disease so intimately related to food intake, it is 
at once obvious that these patients should be 
submitted to subtotal thyroidectomy as soon as 
the disease is definitely present, in order that 
the metabolic balance may be restored to normal 
as quickly as possible. The complication of dia- 
betes increases the operative risk somewhat, but 
undoubtedly lessens the eventual mortality. The 
operative mortality in the group of diabetic thy- 
roid patients reported by Dr. Joslin and myself 
was four per cent. 

The combination of exophthalmic goiter and 
pulmonary tuberculosis is another very undesir- 
able complication, and one in which subtotal thy- 
roidectomy, by removal of the toxicity, can re- 
store the basal metabolism to normal, re-éstab- 
lish the weight balance and control the physical 
activity. When it is realized that, with serious 
hyperthyroidism the combustion process is so 
elevated that it is not possible to obtain rest, and 
that very marked amounts of energy are con- 
stantly being expended in an entirely wasteful 
manner by these patients, then it at once be- 
comes evident how beneficial it is in pulmonary 
tuberculosis that this wastage cease and com- 
bustion rates be restored to normal. 


It is necessary that one be particularly critical 
as to the diagnosis of hyperthyroidism in pul- 
monary tuberculosis, since this condition, par- 
ticularly, should there chance to be a coincident 
enlargement of the thyroid, possesses signs,— 
tachycardia and weight loss—that make it easy 
to confuse it with mild hyperthyroidism. 

We would urge then, also, that early subtotal 
thyroidectomy under cervical block with novo. 
cain be done in all cases of pulmonary tuber- 
culosis complicated by thyroidism, and we have 
had no mortality in a small group of cases of this 
type. 

We have in the past repeatedly written that 
all patients who have been operated upon for 
hyperthyroidism should conscientiously return 
every three months for a year to have their basal 
metabolism computed. They should stay in the 
hospital over night at this time, in order that the 
test may be a true one and really represent their 
basal rate and also in order that they may be 
observed as to their general condition. The re- 
sults in a series of cases of exophthalmic goiter 
and in a small series of toxic adenomata is 
charted on page 916. This table was published 
in another article* but is so graphic, and repre- 
sents perhaps the largest group of patients with 
toxie goiters ever followed for this period of 
time, with frequent basal metabolism, and weight 
readings, that for these reasons it is included in 
this paper. It should be noted, as stated in the 
legends, that these groups represent on the one 


*Joslin, E. P., and Lahey, Frank H., American Journal of 
Medical Sciences, July, 1928. 
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hand one thousand consecutive patients with 
exophthalmie goiter, and two hundred and 
forty-five consecutive patients with toxic adeno- 
mata; that an arbitrary part of six thousand 
goiter records was taken, and from them, our 
exophthalmic goiter records and toxic adeno- 
mata records were taken out of the files by the 
basal metabolism technicians, without selection, 
until the required one thousand and two hun- 
dred and forty-five were obtained. These were 
then totaled on an adding machine, divided by 
the number of patients, and the averages ob- 
tained. It is evident, then, (1) that the series is 
large enough to absorb and be uncomplicated by 
any errors related to the test itself, either in 
computation, apparatus, or patient’s adaptabil- 
ity; (2) that the trend of the two parallel series 
is sufficiently similar to verify the accuracy of 
the averages in each group; and (3) that the 


possible in any field and with the greatest care 
to preserve the parathyroid glands; and (2) pos- 
sibly to the fact that all removed thyroid speci- 
mens are at the time of removal carefully 
searched for possible parathyroid bodies. If 
these bodies are found after removal of a small 
section of the gland for microscopic verification 
of its character, they are at once grafted into 
the belly of the left sterno-mastoid muscle. We 
have now transplanted parathyroid bodies in 
one hundred cases. Dr. R. B. Cattell and Dr. 
R. L. Mason of this clinic, working in the experi- 
mental laboratory, have removed all of the 
parathyroid glands, and grafted one in a dog’s 
left sterno-mastoid muscle. They have demon- 
strated the following convincing facts: that this 
produced clinical tetany, and that a previously 
normal blood ‘calcium was definitely reduced. 


The animal was then put upon parathormone for 


TABLE III 
The basal metabolism records of a series of operated patients with primary and secondary hyperthyroidism 


before operation, after operation (about eight days) and every three months for a year. 


The gradu- 


ally diminishing number toward the end of the year is due to the difficulty in getting patients who 
are in satisfactory condition to return for check-up. 


Primary Secondary 
_ Number Number 
: of Cases Average of Cases Average 

B. M. R. before operation 1000 + 49.38 245 +40.94 
B. M. R. after operation (about eight days) . 1000 + 20.48 245 +22.27 
B. M. R. three months after Operation. .....eccccccccscssecsssseenssesssesens 850 + 4.85 123 + 8.62 
B. M. six Months after Opera 652 + 4.24 81 + 5.65 
B. M. R. nine months after operation. 424 + 2.83 40 + 5.7 
B. M. R. twelve months after operation ‘380. + 2.34 38 + 2.63 
Gain in weight (from weight after operation) 

3 mos. after operation 850 15.35 Ibs. 123 1.26 Ibs. 

20.43 “ 81 7.56 “ 

424 22.74 “ 40 9.43 “ 

13% 380 38 13.51 “ 


24.37 “ 


averages were obtained by laboratory techni- 
cians with no knowledge of the clinical record, 
and so present perhaps, for the period they rep- 
resent, the most impartial, unbiased estimate of 
end results in toxic goiter. 

It is so possible in patients presumed to have 
thyroid toxicity to make mistakes in diagnosis, 
and so possible, merely from clinical observation 
and patient’s statements of their feelings, also 
to be in error, that we suggest, in order that mis- 
leading conclusions are not unintentionally ar- 
rived at, that all reports of patients relieved of 
hyperthyroidism be at least accompanied by a 
similar group of persuasion-proof findings as to 
their basal metabolism before treatment, during 
treatment, and at the end of a year. Such a 
table in any group of considerable size will es- 
tablish (1) the correctness of the diagnosis, and 
(2) the degree of relief. 

Complete and persisting tetany has occurred 
_ but three times out of the entire‘series of six 
thousand seven hundred thyroid operations. 
This we believe is explained by two facts: (1) 
the care which is exercised to ca out the 


operation in as painstaking anatomic manner as 


one week, to give the graft sufficient time to be- 


come implanted. Parathormone was then with- - 


held without the appearance of tetany, the blood 
calcium regained its normal level, and no evi- 
dence of tetany appeared. The dog was allowed 
to live for three months, during which time no 
tetany appeared in spite of the fact that no cal- 
cium or parathormone was given the dog to pre- 
vent its appearance. In addition, the blood cal- 
cium was maintained. At the end of three 
months the dog was operated upon, the graft re- 
moved, the living parathyroid cells demonstrated 
‘and tetany immediately appeared, together with 
a drop in blood calcium following the removal 
of the graft. 

From our clinical experience and from this 
experimental work, we would again call atten- 
tion to the necessity for those who are operating 
upon thyroid glands to familiarize themselves 
with location and appearances of parathyroid 
glands, and with the plan of grafting such 
glands, if discovered, as first described by us.* 


*The Transplantation of Parathyroids in Partial Thyroidec- 
tomy. Dr. F. H. Lahey. Surgery, Gynecology and Obstetrics, 
April, 1926. 
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With careful dissection and with grafting of 
all parthyroid glands which are accidentally 
removed, the occurrence of tetany following par- 
tial thyroidectomy should be rare. 


In our complete series of thyroid operations 
we have had no permanent bilateral abductor 
paralysis. We have seen an occasional unilateral 
paralysis, particularly in large intrathoracic 
goiters where the course of the nerve has been 
distorted, and we have occasionally seen uni- 
lateral paralysis in recurrent hyperthyroidism 
and in primary hyperthyroidism. Unilateral 
recurrent laryngeal paralysis occasions little dif- 
ficulty, due to the ability of the unaffected cord 
to move over and compensate for the affected 
one as to the speaking voice and to the fact that 
it causes no undue narrowing of the glottic 
space. Bilateral injury to the recurrent laryn- 
geal nerve, resulting as it does.in the vocal cords 
being held in close adduction without the ability 
to abduct, and the resulting serious narrowing 
of the glottic space occasions serious and at times 
dangerous difficulties with breathing, requiring 
at times immediate tracheotomy to preserve life. 

We have had occasion to deal with five cases 
of this type coming to us with complete paralysis 
of both cords following thyroid operations per- 
formed elsewhere. This is a most distressing 
condition, not only as to its anxiety and danger 
to the patient, but also because of the fact that 
as yet we have—except in one case in which we 
successfully anastomosed one recurrent laryngeal 
nerve where both had been injured—been able 
to improve these patients only by the establish- 
ment of a permanent tracheotomy. 

We would therefore urge in respect to recur- 
rent laryngeal nerves in thyroid*operations that 
no thyroid operations be undertaken without 
first being certain that both recurrent nerves are 
functioning in order that a postoperative laryn- 
geal paralysis may not be unjustly attributed to 
the operation, and in order that meticulous pre- 
cautions may be taken not to injure a remaining 
unaffected laryngeal nerve if its neighbor be 
demonstrated pre-operatively as alreadly par- 
alyzed. 

Nitrous oxide has practically been replaced by 
ethylene as an anesthetic for goiters. Ethylene 
may be administered with a considerably higher 
percentage of oxygen, and is a more powerful 
anesthetic than nitrous oxide, permitting thus 
better control of the patient. We have had no 


explosions in five thousand administrations of 
this anesthetic. With proper precautions we do 
not believe that this accident is to be feared. 

Local anesthesia in the form of cervical block, 
given by Dr. Woodbridge of the department of 
anesthesia, has been employed in all patients 
with tuberculosis, breathing difficulties due to 
pressure, or any lung complications. The opera- 
tion of thyroidectomy can be done very satisfac- 
torily with this anesthesia, but we still feel that 
for patients who are so emotionally unstable as 
are patients suffering from hyperthyroidism, 
local anesthesia is an undesirable ordeal for 
them to withstand, and has no added advantages 
over ethylene anesthesia except where general 
anesthesia is contraindicated. 


SUMMARY 


_ Based upon vessel ingrowth as a criterion, the 
incidence of malignancy in a group of one thou- 
sand four hundred and eighty-four cases of 
adenomatous goiter was six per cent. 

Adenomata of the thyroid frequently produce 
definite changes in the position of the trachea 
as is shown by illustrations in the article. 

The pre-operative employment of iodine has . 
practically eliminated preliminary pole ligation 
as shown in table I. 

The patient (954) operative mortality rate in 
all types of goiter was 0.6% during the year of 
1927, and 0.28% in the year 1928. (1068 oper- 
ated thyroid patients. ) 

The dangers of thyroid crises are stressed and 
measures to avert the occurrence of the condi- 
tion suggested. 

There are practically no thyro-cardiacs in 
which the decompensation is due to a super- 
imposed thyroidism, that are not operable. 

Subtotal thyroidectomy, in thyroidism asso- 
ciated with pulmonary tuberculosis, or with dia- 
betes, markedly assists in controlling the asso- 
ciated condition. 

The effect of subtotal thyroidectomy on a 
group of patients with primary hyperthyroidism 
and with secondary hyperthyroidism, followed 
by basal metabolism tests every three months 
for a year, together with weight changes, is 
shown by a table. 

The necessity of finding at the time of opera- 
tion any parathyroid glands accidently removed, 
and immediately grafting them into a sterno- 
mastoid muscle, is stressed and experimental in- 
dication of its efficacy submitted. 


THE CAUSE OF THE FIRST HEART SOUND 


BY FRANCIS W. PALFREY, M.D.* 
HE mechanical origin or cause of the first 
heart sound has long lacked clear explana- 
tion in physiological and medical teaching. 
There is, however, a simple conception that seems 


*For record and address of author see “‘This Week’s Issue,”’ 
page 946. ~ 


to have been largely overlooked which suggests 
a plausible answer. 

The confusion began long ago when it was 
found that the first heart sound was not pro- 
duced purely by closure of the mitral and tri- 
cuspid valves, but issued instead from the walls 
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of the ventricles. This proved mystifying, and 
most authorities have allowed it to remain so, at- 
tributing the phenomenon in a vague way to 
muscular action. But the ordinary humming 
sound of muscular contraction is very differ- 
ent, and is difficult to connect with the sharp 
thud that we recognize as the first sound of 
the heart. Nevertheless, without going deeply 
into the principles of physics involved, and with- 
out any consideration of the special physiology 
of cardiac muscle, there is a fact of ordinary 
observation that is adequate to furnish a satis- 
factory explanation. 

Let us visualize our problem. It is this: to 
find a cause for sound-producing vibrations, of 
practically instantaneous inception, occurring 
as the ventricles begin to exert effectual pres- 
sure on their contents. 

Now, sound-producing vibrations of this sud- 
den or briefly-enduring sort are easily induced 
when any flexible wall or periphery passes sud- 
denly from a condition of no tension to one of 
tension. Let us illustrate. If we fold the edge 
of a handkerchief so as to make a circle or ring 


| 

Diagrammatic representation of the right half of the heart 
in diastole and in systole. The dotted area shows the ventricu- 


exaggeration) the increased convexity of the ventricular wall 
as it begins to exert pressure upon the ventricular contents. 

e arrow es the direction of the excursion from the 
relaxed diastolic position to the tense systolic position. It is 
suggested at the thud which we call the first sound of the 
heart is produced by the sudden assumption of this tense convex 
position of the ventricular walls as each systole begins to exert 
itself, 


and then give a sharp twitch in two directions 
as if to stretch this ring, a sound is produced at 
the instant when the ring first comes under ten- 
sion. If the edges are already in tension, in- 
creasing the tension will produce no such sound; 
but if, at the beginning of the experiment, the 
edges of the handkerchief are in relaxed folds 
without tension and they are suddenly twitched 
into a state of tension, or ‘‘put on stretch’’, 
then sound is produced. Or if a collapsed paper 
bag is suddenly inflated by blowing into it, a 
similar sound results as its walls become fully 
inflated by internal pressure. Likewise when 
the sail of a sail-boat is first filled by a brisk 


breeze, there is a single slap as it begins to 
‘‘draw’’, This principle that sound is pro- 
duced when any cord, sheet, or flabby contain- 
ing wall that was previously relaxed becomes 
suddenly tight suggests itself as very possibly 
the explanation of the production of the first 
heart sound. 

Next let us consider what is happening in the 

heart at the time of the first sound, in order to 
discover whether there is any reason to suppose 
that such a sound-producing mechanism may be 
acting. 
As we all know, the first sound occurs an in- 
stant later than the beginning of muscular con- 
traction of the ventricles, as registered by the 
electrocardiograph, but it is coincident with the 
beginning of the systolic increase of intraven- 
tricular pressure. Thus its time relations are 
exactly those to be expected of a sound pro- 
duced by the sudden assumption of tension by 
the ventricular walls. 

An objection to this suggestion may arise in 
the minds of many readers, as follows: How is 
it possible for the walls of the ventricles, which 
are seen and felt, at post-mortem examinations, 
to be thick and firm, to take part in this me- 


| chanism that presupposes the existence of flabbi- 


ness and of relaxation when internal pressure 
is lacking in diastole? 

This question may well be the reason why the 
theory herein propounded has been so long de- 
layed. It originates, however, only in a confu- 
sion between the post-mortem and the living 
states of the heart. It is true that the ventricles, 
as they are seen after death, are tough and rela- 
tively inflexible. But in life this is not the case. 
If, in a physiological experiment on a dog, the 
exposed heart is inspected and palpated, one 
obtains a very different impression. In systole 
it is hard and tense, but in diastole it is flaccid. 
Moreover, if one watches the living heart close- 
ly, paying particular attention to the right ven- 
tricle, which is the one most conveniently and 
completely observable, it is not difficult to see 
changes in the contours between those of diastole 
and those of systole that furnish strong support 
to our theory. In other words, there occurs, ex- 
actly in time with the first sound, a sudden 
change from flaccidity to tenseness. At the 
same time also there is a sudden increase in 
the convexity of the surface that may well be 
compared with the sudden stretching of the 
edge of a handkerchief, the sudden inflation of 
a paper bag, or the ‘‘filling’’ of a sail. 

It is suggested, therefore, for the considera- | 
tion of all who may be interested in a rational 
explanation, that the first heart sound may well 
be due to the sudden assumption of tension as 
the ventricular walls, as well as the valves, pass 
from the relaxed diastolic state into their systolic 
positions, in beginning to exert pressure upon 
the blood within the ventricles. 

Gratitude is expressed to Drs. William T. Porter, 


Walter B. Cannon, and Paul D. White for kind con- 
sideration of this note and agreement that this con- 


ception is sufficiently suggestive to deserve attention. 
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MEDICAL PROGRESS 


IN OBSTETRICS 


BY JOHN ROCK, M.D.* 


| the opening paragraph of his ‘‘ Treatise of 
Midwifery’’, published in 1742, Fielding 
Ould, ‘‘Man-Midwife’’, before the days of jour- 
nals, adjured posterity thus: ‘‘ Though Chirur- 
gical Knowledge has been daily increased, and 
receiving Improvements from the earliest Ages, 
but more especially, from the Time of Hy- 
pocrates, by constant and indefatigable Industry 
of many eminent Men, in most Nations where 
Learning was cultivated, and still continues in 
the same successful Progress; yet the Art of 
Midwifery, which is one of its most considerable 
Branches, and that which, by the common Prin- 
ciples of Humanity, we are indispensably bound 
to illustrate, by our most diligent Inquiries, and 
nicest Observations; is, and I think always has 
been, the least taken Notice of; altho’ it be uni- 
versally acknowledged to be the Duty of every 
one who is conversant in any Branch of the Art 
of Healing, to communicate whatever occurs to 
him, that he thinks may be of Service to the 
Public.”’ 

The seeker of progress knows how successful 
has been his exhortation. The so-called litera- 
ture is boundless. From that which is good the 
reviewer can select but a small portion as indi- 
cating practical progress in midwifery, and he 
lacks space for comment on even all of this. 


ANTE-PARTUM 


Diagnosis of Pregnancy 

Last year'® we recorded the simple method (a 
determination of sugar tolerance) which Hirst 
and Long hoped would serve as a laboratory test 
for pregnancy. Scheffery' of Philadelphia, using 
a somewhat modified technique, obtained only 
60% of positive reactions, and therefore consid- 
ers ‘‘the test is not reliable as an accurate diag- 
nostie aid in pregnancy ... (and) of no practi- 
cal value in determining the status of a threaten- 
ing, incomplete, or completed abortion’’. Dr. 
Hirst believes Scheffery took unwarranted liber- 
ties with the technique. Adlersberg and Porges? 


= of Vienna expect acetonuria as well as glyco- 


suria in pregnant patients tested by their meth- 
od. Following a day of very low carbohydrate 
intake, a meal rich in starches, two rolls and 
the equivalent of 80 gms. of white bread, is 
given. The urine, tested for acetone and sugar 
after one hour, and again after another hour, 
should give positive reactions for both if the 
patient is pregnant. Fortunately the diagnosis 
of pregnancy is not always of immediate im- 
portance. Time is probably still the surest aid: 


*For record and address of author see ‘This Week’s Issue,” 
page 945. 


indeed, for all practical purposes it may be con- 
sidered certain. 


Diagnosis of Rachitic Pelvis by X-ray 

Many and varied, simple and complex, are the 
tools, even machines, which have been devised 
for accurate pelvic mensuration. None of them 
can ever give more than a fair idea of the size 
and shape of a given canal because patients are 
sensitive, their soft parts vary in thickness and 
resistance, and doctors are not alike in careful- 
ness, or perception. The ordinary calipers are 
as serviceable as any device in giving the most 
that any device can give,—finite numerals in- 
stead of descriptive adjectives for purposes of 
instruction or discussion. The only practical 
method of determining the adequacy of a given 
passage has been to try it out with the given 
passenger, by actual test of labor if digital ex- 
amination does not give a definite answer. 

Ever since the cardiologists set their standard 
for heart measurements on the ‘‘seven-foot 
plate’’, we have hoped for a similar use of x-ray 
on the pelvis. Thoms* of New Haven has gone a 
long way toward making this possible. Two 
years ago he described a ‘‘method of x-ray pel- 
vimetry ... by means of which the dimensions 
of the superior strait can be measured with re- 
markable accuracy. The method is applicable 
in any stage of pregnancy and does not require 
elaborate apparatus’’. The pelvis must be tilted 
so that the plane of the inlet will be parallel to 
the plate which is at right angles to the direction 
of the rays. The level of the superior strait is 
ascertained by locating a point 1 cm. below the 
anterior superior border of the symphysis and 
the depression just below the spine of the fourth 
lumbar vertebra in back. When these points are 
equidistant from the plate, the two planes are 
parallel. As the rays themselves are not paral- 
lel to each other a lead marker is used on which 
distances are marked which are equal to centi- 
metres at the level of the superior strait. These 
of course vary according to the distance. apart 
of strait and plate. Last year* he added to the 
method by directions for lateral roentgen- 
ography to show the conformation of the sacrum, 
and its geographical relation to the symphysis. 
By these methods, perhaps, we will be able more - 
accurately to prognosticate safety or difficulty 
from disproportion, and make rational plans for 
delivery, without so often exposing the patient 
to painful examinations and tests of labor. 


Diet in Pregnancy 


_ Now that the art of eating well has developed 
into the science of nutrition it is quite the vogue 
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for those pregnant to regulate their diets. Sle- 
mons and Fagan® of Los Angeles consider the 
effect of this on the birth weight, and conclude 
that ‘‘diet-control, often accepted hesitatingly 
and practiced imperfectly by the average pa- 
tient, does not place in our hands a method of 
determining precisely what the size of the fetus 
shall be; but in general it does seem to prevent 
oversize of the fetus’’. ‘‘ Additional benefits, 
obviously relate to the prevention of maternal 
toxemias and also to a more satisfactory restora- 
tion of the mother’s body to its accustomed 
weight prior to pregnancy.’’ 

They repeat the warning that ‘‘patients who 
take on weight excessively during pregnancy are 
prone to difficult labors’’. The diet they sug- 
gest seems ample. For breakfast, only coffee or 
‘tea with sparsely buttered toast is allowed; in 
the mid-morning, a dish of cereal and milk. For 
luncheon, a little bread with an egg or soup or 
salad is suggested, to be followed in mid-after- 
noon by orange juice, tea or bouillon and crack- 
ers. They give one chop or its equivalent for 
dinner, with two vegetables in moderate quan- 
tity and without second helpings, and preferably 
a fruit dessert. It would be well, if such a 
liberal diet is suggested, to advise abstention 
from potatoes, rice, macaroni and such, bananas, 
thick’ soups and fattening salad dressings. If 
the weights of patients are kept down during 
pregnancy they approach term much more com- 
fortably, and usually conclude the postpartum 
period with pride and gratitude. 


Prophylactic External Version 


Another refinement of ante-partum care 
should be furtively mentioned: namely, prophy- 
lactic external version. Bartholomew® of At- 
lanta discusses fifty-four cases of breech presen- 
tation of which only seven were delivered as 
such. In three cases external version was per- 
formed twice; in four cases, three times. His 
technique seems simple: the patient lies supine, 
slightly flexing thighs, as well as head and shoul- 
ders. The breech is mobilized first, being lifted 
from the pelvis by a finger in the vagina if nec- 
essary, and then the fetus is rotated, usually in 
the direction of the forehead, but reversely, in 
the direction of the occiput if necessary. He 
uses no restraining bandages. Ether anesthesia 
was used in two cases. Gibberd’ of Guy’s Hos- 
pital, London, advises the Trendelenburg posi- 
tion to facilitate mobilization of an engaged 
breech. 

Fetal mortality and fetal and maternal mor- 
bidity have always been greater statistically in 
breech than in vertex deliveries. Especially is 
this so in primiparae. Potter® of Buffalo would 
have us think, though, that this is not because 
of intrinsic danger, but because of faulty tech- 
nique of delivery. Piper® of Philadelphia, in- 
venter of the ingenious forceps for use on the 
aftercoming head, would prefer to deliver all 
multiparae by the breech. Also, C. H. Davis'® 


of Milwaukee thinks that breech delivery is less 


dangerous than external version. A. Fruhin- 


shol7’* of Nancy records one case of trauma 
letual to the fetus, during external version, and 
JyeLee!? mentions two other similar incidents. It 
is a blind procedure at best, failing completely 
even after several attempts in 10% of the cases, 
and quite superfluous in at least 10% more, in 
which spontaneous version is sure to take place 
before descent of the presenting part. There is 
undeniable risk involved, increased to the point 
of contraindication, in cases with other abnor- 
malities,—some of them difficult of recognition, 
such as placenta previa bicornuate uterus, and 
oligohydramnios.' It is a procedure not to be 
widely recommended. It were better that we 
strive to improve our technique of breech ex- 
traction. 


Induction of Labor 


Obstetrics as an art must seek to be helpful 
without being meddlesome. It must remain as 
the assistant of nature, else efficiency is sacri- 
ficed to officiousness. As knowledge of the finer 
physiological processes increases, the tendency to 
superficial mechanics in obstetrical practice di- 
minishes. Hence the disgrace of accouchement 
foreé. How many more of our hitherto ac- 
ceptable methods of instituting or facilitating 
parturition may also fall into disrepute no one 
knows, but it would seem that the bag and the 
bougie have already lost caste. At the Boston 
Lying-In Hospital during the decade 1917 to : 
1926, the Voorhees Bag was used on an average 
forty-nine times each year. In 1927 it was used 
only nineteen times for all purposes. In the 
first eight months of 1928 it was used only four 
times. In 1927 the bougie was used to induce 
labor nineteen times. In the first eight months 
of 1928 it was not used even once. 


Since placenta previa usually indicates cesar- 
ean section, as pointed out in the progress re- 
port of 1927'*, and eclampsia is best treated by 
either section or the Stroganoff routine, the only 
common uses left for the bag are in dystocia, 
when the cervix fails to dilate, or in order to in- 
stitute labor that a dangerous pregnancy may be 
terminated. Gradually, experience has shown 
that the cervix which is not taken up and di- 
lated by the contractions of the uterus, is very 
rarely dilated much more by the inflated bag. 
Many times, as the bag is extruded, the cervix, 
together, perhaps, with part of the lower uterine 
segment, is drawn down into a tubular canal 
through which delivery is usually more difficult 
and more dangerous. Thus has another former 
indication for the bag been limited. 

For induction of labor, it would appear, a 
much simpler, safer, and more effective method 
than the use of either bag or bougie has been 
evolved. A year ago castor oil and pituitrin, 
the latter given intramuscularly or intranasally, 
with or without quinine as an adjunct, were 
noted as a step forward in induction methods. 
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Now we note what we pray will prove a further 
advance. At best castor oil and quinine are un- 
certain in effect, and quinine is not without dan- 
ger to the fetus. Jackson" of Boston has pre- 
sented to the American Society of Obstetricians, 
Gynaecologists, and Abdominal Surgeons, a re- 
port of eights -seven cases induced by artificial 
rupture of che membranes, and the injection 
intramuscularly of small doses, two to five 
minims, of pituitary extract. There were no 
failures. There were no unpleasant or trouble- 
-gome sequelae. Thirty per cent. of the cases 
were primiparae. The average time of actual 
labor for the entire series was about five and one- 
half hours. The average interval between rup- 
ture of the membranes and delivery was about 
eight hours. The average primiparous labor 
was seven and one-half hours, the average multi- 
parous, four and one-half hours. These are 
excellent results: the method deserves careful 
consideration. 

His technique is as follows: ‘‘a long hysterec- 
tomy clamp is easily and without force passed 
throngh the os uteri until its tip encounters 
the fetal head. The jaws of the clamp are opened 
slightly and then closed while held firmly, but 
not forcefully against the vertex. If the tips of 
the clamp close accurately they will pick up the 
membranes, which rupture as the forcep is 
drawn outward. The examining fingers of the 
left hand are held in the vagina throughout this 
manoeuver, acting as a guide for the forecep both 
in regard to its direction and its relation to the 
presenting part. The clamp should be long 
enough to permit easy manipulation by the right 
hand without the hand coming in contact with 
the vulva. 

‘‘All the fluid that can be readily released 
should be encouraged to escape as the time in 
which labor ensues depends greatly on the pro- 
portional amount of water escaping. If the 
head is wedged into the pelvis and lower uterine 
segment, gentle upward pressure may be used 
to raise the presenting part slightly, care being 
taken not to disengage it completely. Another 
manoeuver that may be tried is to slip a long 
closed clamp behind the head, posteriorly—as 
one applies a blade of the obstetrical forcep— 
and then open it a little, thus making a gutter 
for more fluid to run through. When sufficient 


ge fluid has escaped, the examining fingers and 
elamp are withdrawn.’’ 


If uterine contractions have not appeared 
thirty minutes after rupture of the membranes, 
he advises hypodermic injection of not more 
than five minims of pituitrin. Three minims, 
given intramuscularly, is the usual dose. If la- 
bor has not started, this is repeated in an hour. 

This method obviously is limited to those cases 
which can unquestionably be delivered safely 
from below. There is the theoretical danger of 
prolapse of the cord. which calls for frequent 
auscultation until engagement is complete. Fur- 
thermore pituitrin must be used only with great 


circumspection before the second stage has be- 
gun. The method as reported has an interesting 
practical by-product: the exorcism of the ‘‘dry 
labor’’ bogie. Dystocia, if influenced by amni- 
otic fluid, is probably related to paucity of liquor 
left in the uterus, rather than to the amount lost 
by rupture of the membranes. 


Preparation of the ‘‘ Field of Operation’’ 

Since the principles of asepsis hold in obstet- 
ries as well as in general surgery, every effort 
should be made to sterilize the ‘‘field of opera- 
tion’’. By the obvious nature of things this is 
difficult, but none the less desirable. The first 
step towards this was clearly understood by the 
nurse, who, when asked to state the procedure 
of preparing a patient for delivery, briskly an- 
swered, ‘‘I would first meet her at the door, gain 
her confidence, and shave her’’. Some years 
ago, at Johns Hopkins, the efficacy of the next 
step, the time honored soap and water scrub, 
was investigated and discredited. Since then 
iodine in half strength and later a two per cent. 
solution of picrie acid in alcohol have been used. 
Both of these are keenly painful to the conscious 
patient. H. W. Mayes’ of Brooklyn has re- 
ported on his use for three years, of four per 
cent. mercurochrome. After being shaved, and 
thoroughly washed with green soap and water, 
the perineum and vulvae are sprayed with mer- 
curochrome, and at the onset of labor some is in- 
stilled into the vagina. His morbidity thus de- 
creased to 4% is one-half what it was while 
using soap and water or half-strength iodine. 
Mercurochrome has the advantage of being solu- 
ble in water, so it can be applied to the con- 
scious patient without distressing her. It leaves 
an ugly red stain on the skin which will wear 
off slowly. Its manufacturer says it can be re- 
moved from hospital drapery by soaking for two 
minutes in a 20% solution of chlorinated soda, 
to which is then added one-fifth as much 5% 
acetic acid. 


LABOR 
Analgesia 


As the brains of commercial industry are de- 
voted to increasing production while diminish- 
ing the expenditure of energy and the physical 
discomfort formerly considered essential (and 
even based on biblical ukase), so obstetrics 
yearns to make of labor a pastime. As work can 
be made more enjoyable, obstetrics hopes that 
travail can be robbed of its pain. Last year" 
extensive description was given of the method 
used at the New York Lying-In Hospital, the 
so-called ‘‘Gwathmey Synergism’’ of morphia 
and magnesium sulphate hyodermically and 
ether by rectum. It leaves much to be desired 
both in efficiency and safety. Morphia, 1/6 or 
1/4 grain, and scopolamine, 1/150 or 1/100 
grain, are still the most effective for use during 


|the painful part of the first stage, and nitrous- 


oxide with oxygen the best for use during the 
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second stage. This combination, too, leaves 
much to be desired. Kamniker’® of Vienna has 
failed to detect morphia in the fetus or the pla- 
centa even after the mother had received large 
doses. However, until some better explanation 
is forthcoming, it were better still to suspect 
morphia of causing post-partum fetal apnoea, 
by depression of the respiratory center, in spite 
of Kamniker, than to repeat the Freiburg dem- 
onstration of ‘‘dammerschlaf’’ from which were 
reported a large number of deeply asphyxiated 
children. And so, because morphia should for 
this reason be withheld if the patient is within 
three and a half hours of delivery, and because 
such definite prognostication is so frequently 
impossible, something more is necessary. The 
scopolamine can be repeated, even if delivery is 
imminent; but scopolamine is primarily sopor- 
ific, and not analgesic. If the pain is strong 
enough to pierce sleep thus induced, the patient 
becomes uncontrollable as a maniac. Some other 
drug is necessary. Nitrous oxide with oxygen is 
usually effective but expensive, for it requires, 
besides the machine, the sometimes prolonged 
undivided services of an accomplished anesthe- 
tist. 

Gellhorn’’ of St. Louis advises using local 
anesthesia in the perineal body and the levator 
muscles as soon as the presenting part reaches 
this region. ‘‘The analgesic effect’’, he says, ‘‘is 
very striking and is particularly impressive in 
those cases in which the vulvar ring is narrow 
and has not become softened by the physiologi- 
eal succulence and edema of the tissues’’. 

‘‘Within a few minutes after the infiltration, 
the behavior of the patients undergoes a marked 
change. They still groan during each contrac- 
tion and indicate the lower back as the seat of 
pressure, but their loud complaints and pierec- 
ing cries when the pelvic floor is forcibly being 
stretched, cease.’’ 
this procedure is that it robs the patient of the 
stimulus to ‘‘bear down’’. When this is not 
essential, because of adequacy of uterine con- 
traction, or because delivery will be operative, 
novocaine helps a great deal. 


Ethylene is superior to nitrous oxide in one 
way: deep sleep is more quickly obtained, and 
can be maintained through much harder pain. 
Ethylene though, is explosive, and for this rea- 
son is not acceptable for routine use. Plass and 
Swanson’® of Detroit have reported gratifying 
results of its use on 592 patients. Granted it is 
effective; but it is not enough better than ni- 
trous oxide to overbalance the real and awful 
danger of explosion—a danger, very difficult to 
guard against. 

With but one exception, the methods men- 
tioned above aim to diminish, not the pain it- 
self, but merely the registering or realization of 
it. Because the pain is known to originate in the 
sacral nerves, many attempts have been made to 
block these; but the difficulty of reaching all 


The only disadvantage to: 


the nerves involved, before they enter the spinal 
canal, and the danger of injecting sufficient 
drug into the spinal canal, and the difficulty of 
controlling its range of action, have kept these 
methods from popularity. Pitkin’® of Teaneck, 
N. J., however offers an improved formula car- 
rying his name. Pitkin’s solution is specially 
prepared to ensure complete anesthesia below 
the level of injection, and to preclude extension 
upward as well as dangerous decrease in blood 
pressure. Procain (Abbott) is combined with 
starch paste and alcohol to obtain the viscosity 
desired in a mixture made up to 2 ¢.c. by normal 
saline. Strychnin sulphate is added to support 
the blood pressure. This solution has a lower 
specific gravity than spinal fluid and does not 
disseminate easily with the spinal fluid. A pa- 
tient lying flat or in 5° Trendelenburg will be 
anesthetized up to the costal margin, if the in- 
jection is made between some of the upper lum- 
bar vertebrae. As the Trendelenburg declivity 
is increased the anesthesia is confined to lower 
levels. Pitkin’s solution is being used increas- 
ingly in surgery and has been proposed for ob- 
stetrics. But even Pitkin’s solution gives only 
two hours of anesthesia, at the most, and has the 
same disadvantage that local anesthesia in the 
perineum has during the second stage: it re- 
moves the impulse to push with the abdominal 
muscles. 


Postpartum Hemorrhage 


For several years it has been customary for 
many of the local obstetricians to give an am- 
poule of pituitrin intramuscularly immediate- 
ly after the baby has been born, with the inten- 
tion of accelerating the third stage, and increas- 
ing the uterine tone. It is gratifying to have 
Scott”? of Evanston, Ill., justify this practice 
in a comparison of one thousand cases treated so, 
with another thousand cases in which pituitrin 
was not thus used. He found the duration of 
the third stage shorter, and the incidence of 
postpartum hemorrhage diminished by two 
thirds. There were no evil effects apparent. 

Because morphia is such a solace to the re- 
cently beleaguered woman, and is so properly 
given to speed her to the peace she has been 
yearning for, there has arisen the trick of com- 
bining the morphia with the pituitrin and so — 
giving both at the beginning of the third stage. 
This is not desirable, for, as Kamniker’* has 
stated, morphia is anoxytocic. Sometimes this 
is so to a considerable degree, in which case, post- 
partum relaxation might start a bothersome 
flow, before the uterine circulation were modi- 
fied for the beginning of involution. This may 
be considered as normally starting at the ter- 
mination of the third stage, The proper time to 
exhibit morphia is not before an hour after the 
placenta has been delivered, and then only if the 
uterus is acting properly, unless there is some 
other strong indication for its immediate use. © 
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POSTPARTUM 

Disadvantages of Prolonged Restin Bed = 

-_ I quote freely from a very interesting paper 
by Epstein and Fleischer™ of New York. ‘‘Out 
of 446 patients, 1 left the bed on the third day 
postpartum, 6 on the fourth day, 192 on the fifth 
day, 92 on the sixth day, 62 on the seventh day, 
60 on the eighth day, 31 on the ninth day and 2 
on the tenth day. The average day out of bed 
of this group was the sixth day. Prior to be- 
ing ordered out of bed, each patient was allowed 
to move ahout within the first 24 hours, to sit 
up within the first 48 to 72 hours.’’ ‘‘We have 
also made it a practice’, they continue, ‘‘to 
allow a patient to sit up in bed within the first 
24 hours, if she was not able to void spontaneous- 
ly while in the recumbent posture; and to get 
out of bed on to a commode, or accompanied by 
a nurse to the bathroom, if she did not have a 
bowel movement within the first 72 hours’’. 


‘‘In this group of cases there were no unto- 
ward accidents of any kind. Embolism, the most 
dreaded of all accidents, was conspicuous by its 
absence.’’ ‘‘The wellbeing of the patient in the 
puerperal state, in uncomplicated labor, seems 
to vary inversely with the duration of the period 
of rest in bed’’, they conclude. ‘‘The use of the 
catheter is at a minimum, by early activity.’’ 
‘*Spontaneous evacuation of the bowel in the 
early rising patient has become more prevalent. 
The general muscular tonus has improved more 
rapidly, and approached the pregravid state in 
a much shorter period than is usually the case. 
The early rising of the patient seems to have 
quickened, rather than prolonged the involu- 
- tion of the uterus and its supporting struc- 
tures.’’ ‘‘Morbidity in the form of fever result- 
ing from pelvic pathology, is decreased, rather 
than increased by early rising, in uncomplicated 
cases.”’ 

The authors of the above quotations do not 
launch them forth in a sea unknown to them. 
They first describe in detail the history of post- 
partum bed care which has culminated in the 
general custom of today of keeping normally 
convalescent patients in bed for at least 10 days. 
They then give theoretical reasons for their 
plan, which, however, is more completely justi- 
fied by their’ results. They are correct in their 


s estimate of the fear of embolism: it is the con- 


trolling factor in the voluntary prolongation of 
convalescence. But consider Aschoff’s* report 
of his study of thrombus formation and embo- 
lism, as they do. Slowing of the blood stream 
he shows, is an important factor, among many. 
Stagnation of venous blood in pelvic sinuses of- 
fers an excellent opportunity for the other fac- 
tors, such as platelet accumulation, to become 
active. In his lecture, Aschoff does not mention 
specifically the thrombi of the puerperium, but 
of those in septic cases he says, ‘‘thrombosis of 
the femoral vein, among. the thromboses at a 

distance, interests us-most, since it is the special 


origin of fatal lung emboli. Here extremely 
varying factors work together—loss of blood at 
operation, weakening of the heart, general pros- 
tration,. confinement to bed, the influencing 
which every pelvic operation has on the return 
of the venous blood from the lower limbs to the 
heart, because the venous plexus of the pelvis 
acts as a manometer to this great area of blood’’. 

Fear of embolus is, of course, not the only 
reason for prolonging the confinement to bed. 
Infection is easier in the ambulatory. Many 
obstetricians have chosen the few weeks imme- 
diately after delivery to afford the patient com- 
plete rest, not so much from the arduousness of 
labor, as from the confusion of family and social 
obligations which tired her so much during the 
last uncomfortable months of pregnancy, and to 
give her inviolable seclusion until lactation is 
well established and the infant well on the high- 
road to health. Obviously continuous bed con- 
finement is not necessary for these considera- 
tions. Epstein and Fleischer have raised an im- 
portant question. It concerns not only health, 
but economy of money, time, and hospital beds 
as well. | 


COMPLICATIONS OF PREGNANCY © 
Thyroid Dysfunction 

Confirming the statements of Mussey, Plum- 
mer and Boothby, quoted last year in the Prog- 
ress notes’®, Hyman and Kessel”? of New York, 
see no antagonism between pregnancy and 
exophthalmic goiter. In their series of 20 mar- 
ried women, the number of pregnancies reached 
the average expectancy, and in these the puer- 
perium and labor were normal. For reasons not 
definitely stated, however, they ‘‘do not unhes- 
itatingly advise pregnancy in patients with 
exophthalmie goiter’’; in fact they advise con- 
traception ‘‘unless the circumstances are un- 
usual and the maternal yearning is strong’’. 
(This is a confusion of issues and may lead to 
unsound reasoning. The doctor should decide 
whether pregnancy is contraindicated or not by 
the physical and mental condition of the pa- 
tient ; and the patient’s desire in the matter, ex- 
cept as it may materially affect her physical and 
mental condition, should not enter into the ques- 
tion. Having reached his decision he should ad- 
vise the patient one way or the other. If then 
she does not choose to folow his advice, he may 
remain her adviser or not, as he chooses, but 
with responsibility clearly accepted by the pa- 
tient.) Hyman and Kessel aver that they ‘‘have 
never seen an attack of exophthalmic goiter pri- 
marily initiated by the extra burden of gesta- 
tion in patients with simple goiters of no matter 
what morphology’’. ‘‘It is a serious error’’, 
they say, ‘‘to advise a therapeutic abortion in 
these women, with the idea of preventing an at- 
tack of exophthalmic goiter’’. The same dictum, 
‘but extended to true hyperthyroidism, eman- 


ated from the Mayo clinic, last year, through 
Mussey, Plummer and Boothby’*. Yoakam?® of 
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Detroit says: the treatment of hyperthyroid- 
ism during pregnancy should be conservative 
except in severe cases with increased toxicity in 
spite of iodine therapy, when thyroidectomy 1s 
indicated rather than therapeutic abortion’’. 

Hyman and Kessel?* assert that ‘‘all pregnant 
women should receive doses of iodides through- 
out pregnancy as a prophylactic’. Yoakam”, 
too, advises use of iodine in the form of iodine 
salt rather than as sodium iodide, during preg- 
nancy to prevent pathological growth of the 
thyroid, and to prevent congenital thyroid dis- 
ease. Williamson” of Pittsburg, agrees, saying 
‘‘it is fairly well established that babies born 
of goitrous mothers may also develop goiter, and 
for that reason the prophylactic use of iodine 
during pregnancy may guard the child in 
utero’’. One would have thought that such ante- 
partum treatment, though probably indicated in 
goitrous regions, was not essential hereabouts. 
Yoakam”*, however, says that on the eastern sea- 
board where goiter is not endemic there is inci- 
dence of 25% maternal goiter and 14% congeni- 
tal. This seems exaggerated according to local 
diagnostic standards, for goiter in pregnancy is 
rarely noted hereabouts. Among over 2000 
mothers delivered in the Boston Lying-In Hos- 
pital in 1928 only 5 were found where the thy- 
roid condition was worthy of attention; among 
over 2000 babies there were no enlarged thy- 
roids discovered. It is well to remember, how- 
ever, the conclusion which Doering, Lombard 
and Moore*’ reached: ‘‘The partial correlation 
between the incidence of goiter and the iodine in 
drinking water shows that the important vari- 
able is distance from the ocean’’, According to 
Clark** there is roughly four times as much 
iodine in the drinking water of the eastern bor- 
der of Massachusetts as in that of the western 
border. But he also calls attention to a fact, 
which we would do well to remember in making 
out diet lists for pregnant patients, that we are 
not dependent upon water for iodine, as many 
vegetables and grains contain it in large amounts 
and sea fish, especially certain species (cod, 
mackerel, and oyster liquor are mentioned), are 
great carriers of iodine. 


Hyperemesis Gravidarum 


Last year we bespoke" the intravenous use of 
large doses of glucose with insulin for the treat- 
ment of toxic vomiting. For more than ten 
years, ever since intravenous glucose acquired 
fame, however, as a simple means of normalyz- 
ing the acid-base relations in the blood, there 
have been many reports of unpleasant reactions 
following its use—chills, fever, marked malaise, 
and even dangerous prostration. Now come 
Titus and Dodds* of Pittsburg, Pa., to explain 
away these objections to the new treatment for 
hyperemesis gravidarum. ‘‘Without hesita- 
tion’’, they write, ‘‘the bald statement may be 
made that reactions are almost invariably due 
to faulty technique either in the preparation of 


the glucose solution or the method of its admin- 
istration’’. Details are given for dosage, the 
kind of glucose to use, the solvent (and the 
necessity of its being free from even dead bac- 
teria), the concentration of the solution, the 
method of its sterilization, and its durability. 


There is pictured an apparatus, carefully de-— 


signed to regulate the flow and to control and 
measure the temperature of the solution actually 
delivered. 

‘‘Reactions following intravenous injections 
of glucose are usually the result of several gen- 
eral faults: (1) the use of impure glucose; (2) 
its being dissolved in something other than 
freshly distilled uncontaminated water; (3) im- 
proper preparation and sterilization of the solu- 
tion and the apparatus for its administration; 
(4) the administration of the glucose either too 
quickly, too cool, or in too weak a solution.’’ As 
mentioned above, the paper of Titus and Dodds 
gives detailed directions to avoid these faults— 
directions which, if followed, would do much to 
popularize a very valuable therapeutic proce- 
dure. Such medication, to supplement complete 
isolation and cessation of food and liquids by 
mouth, if started early enough should materially 
lessen the number of patients requiring abor- 
tion. 


Heart Disease 


If it is decided that the patient with heart 
disease should be delivered from above, the ques- 
tion, which anesthetic to use, must be carefully 
answered. For cases with mitral stenosis 
Zinsstag”® of Switzerland commends local anes- 
thesia, while Kellogg?’ of Boston prefers ether 
by the drop method for the patient with even 
severe heart trouble. Jaschke** of Giessen 
chooses lumbar anesthesia, as does Friedmann”® 
of Berlin. Pitkin'’®** has used his solution 
which seems to be an improved spinal anesthetic, 
more than 200 times with the patients in ‘‘20° 
to 25° reverse Trendelenburg’’. To make an 
anesthetic still heavier, one which will more se- 
eurely be kept from disseminating upward, 
Sise** combines novocaine with 5% glucose in 
salt solution. If lumbar anesthesia can be given 
to a patient in modified Fowler’s position it will 
be a great argument in favor of lumbar anes- 
thesia for patients with heart disease. The prob- 
lem of spinal anesthesia is so complex, with the 
possibilities of decrease in blood pressure, of 
respiratory paralysis, of failure of anesthesia, 
that it should be administered only by a very 
experienced anesthetist. Its use in ordinary 
cannot be too heartily deplored. | 


Eclampsia 


Following up previous work and offering a 
sound basis for glucose therapy in eclampsia, 
Titus, Dodds and Willetts*® of Pittsburg, at the 
same time take strong issue with Stander and 
Duncan, who were quoted last year"*. They fur- 
nish proof in a preliminary report: ‘‘(1) that 
a disturbance in carbohydrate metabolism in 
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eclampsia actually exists, (2) that contrary to 
the general opinion, hyperglycemia is not char- 
acteristic of eclampsia, but (3) that the eclamp- 
tie convulsions are directly related to and the 
result of hypoglycemic levels during the course 
of the disease’’. They continue with vigor. ‘‘It 
is now possible to deprecate even more strongly 
than before the suggestion of Stander and Dun- 
can who have said that because of the constancy 
‘with which they found hyperglycemia in eclamp- 
sia one should take this for granted if labora- 
tory facilities are lacking and the patient in 
eclamptic coma and administer insulin.’’ ‘‘The 
use of insulin whether with or without glucose 
in the treatment of this disease is unnecessary 
and contraindiecated.’’ ‘‘Intravenous injection 
of hypertonic glucose solution . . . has a definite 
basis for its proved therapeutic value.’’ 0. 
Bokelmann*? of Berlin agrees. He thinks in- 
sulin is a dangerous drug to use in the toxemias 
of pregnancy and that its use is based on un- 
sound reasoning. Because he fears glucose will 
not relieve the alkali deficiency quickly enough, 
Wilson®? of Whittier, Cal., administers, with 
the glucose, from six to forty gms. of sodium 
bicarbonate. He believes this makes surgical 
treatment ‘‘relativelvy safe in cases in which it 
would otherwise be ill advised’’. 

From the great volume of publications con- 
cerning eclampsia one fact stands clear: it can 
usually be prevented by intelligent prenatal 
care. When the diagnosis of pre-eclamptic toxe- 
mia is made, the patient should be put to bed, 
given a low protein and low fat diet, with plenty 
of carbohydrates and milk and water. She 
should get free catharsis by means of magnesium 
sulphate. Glucose properly prepared and in 
proper dosages may well be given intravenously. 
It does no harm and may easily do a great deal 
of good. If such treatment is promptly followed 
by improvement so extensive that eclampsia is 
no longer threatened, the pregnancy need not be 
terminated; with clear recognition of the fact 
that if pre-eclamptic toxemia is allowed to con- 
tinue for long, the pregnancy may terminate 
itself by fetal death or abruptio-placenta. Nei- 
ther is a creditable result. By extensive im- 
provement is meant cessation of symptoms with 
a constant decrease of blood pressure at least to 
140 mm., and the practical disappearance of 
albumin from the urine. By a dangerously long 


“time for true pre-eclamptie toxemia to be tol- 


erated is meant a week. If in spite of the treat- 
ment the disease progresses, and the diagnosis, 
pre-eclampsia, is forced, the uterus should be 
emptied—the method of terminating the preg- 
nancy to be chosen with regard to the severity 
of the condition, the extent of the pregnancy 
and hence the viability of the baby, the parity 
of the patient and particularly the condition 
and nature of the cervix. 

If eclampsia appears, however, in spite of all, 
h-fore the patient is delivered, what shall we do? 
Shall we deliver by cesarean section? J. W. 


Williams®® is for being conservative with Stro- 
ganoft ; but DeLee’* of Chicago approves of sec- 
tion in selected cases in the proper hands; while 
Wilson** of California, as well as Waldstein** 
of Vienna, Llames-Massini** of Buenos Aires, 
Stoechel®* of Berlin and Freund*’ also of Ber- 
lin, are all in favor. 

In recent literature the ayes have it: there is 
an unmistakable trend among obstetricians who 
write, towards surgery in the treatment of 
eclampsia. It must be remembered that their 
work is done in well equipped maternity clinies, 
usually after careful study of the patient, and 
not on the mere diagnosis of eclampsia. Unless 
we have good opportunities for specialized treat- 
ment, we should keep in mind Stroganoff’s ex- 
cellent results, for many eclampties are safer 
with morphia and patience than they are if ex- 
posed to anything but the nicest surgery and its 
associated treatment. 

If cesarean is decided upon, the anesthetic is 
of prime importance. Chloroform is bad. Ether 
is not much better. Morphia and scopolamine 
and local infiltration with novocaine are much 
safer. Nitrous oxide and oxygen may be helpful 
adjunets to either local anesthesia or morphia 
and scopolamine, due regard being paid to the 
fact that cyanosis increases blood pressure. 
Many prefer spinal anesthesia. Pitkin’s solu- 
tion’? has of late been reported as satisfactory 
in cesareans done for other indications. It de- 
serves a fair but meticulously guarded trial in 
eclampsia. 

As pulmonary edema is a frequent accompani- 
ment of death in eclampsia it is well to note the 
manner in which it is treated by Moore and Law- 
rence** of Philadelphia. They attribute one- 
third of the fatalities in eclampsia in their series 
to this complication. They describe a tube used 
for drainage, and the technique of: administra- 
tion by direct vision. No interference with res- 
piration (even during a convulsion) and no 
other evil results occurred. A case is reported 
from which 15 ¢.c. of frothy thick mucus was 
removed during one-half hour’s use. Another 
insertion of 15 min. brought 10 ¢.c. and another, 
five hours later, brought 25 c.c. of serous fluid. 
Forty-eight hours after aspiration the lungs 
were clear. DeLee’* writes that he frequently 
has used a vacuum pump for this purpose. 


Placenta Previa 


For this complication cesarean section by the 
classical method is still the preferred treatment. 
Bill*® of Cleveland makes this contribution: 
‘“We would urge the more general use of the 
prophylactic blood transfusion given previous to 
the delivery, so that the danger of post partum 
hemorrhage from atony of the uterus may be 
avoided’’. He is correct in suggesting that death 
from placenta previa is frequently due to con- 
tinued bleeding from a uterus made atonic from 


antepartum hemorrhage. This can frequently 
be avoided by pre-operative transfusion. 
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Anent transfusion, Polak and Kirk* of Brook- 
lyn make some trenchant remarks. After advis- 
ing its more general use, they propose that 
‘‘matching and rematching should be done 1m- 
mediately before the introduction of the blood”’, 
for reactions change speedily, especially in cases 
of toxemia, whether pre-eclamptic or septic, and 
in the severe secondary anemias of splenic or1- 
gin. Though not without danger, they conclude, 
transfusion is relatively safe, and of great value 
even in cases where there has been no hemor- 
rhage, for it increases general resistance (pre- 
sumably to infection, trauma, and fatigue), and 
invigorates bodily functions. They are right. 
It should be used more freely, and ‘‘if the cases 
in which it is used are properly selected, the 
mortality and morbidity may be materially re- 
duced’’. There have come, however, to the writ- 
er’s attention several cases of fetal death imme- 
diately following the intravenous injection of 
either blood or glucose in which a chill followed 
the treatment. As Polak and Kirk urge, the 
greatest care must be taken in watching the 
bloods involved, and as Titus and his asso- 
ciates urge, equally great care must be taken in 
the choice of fluids and in the preparation of 
the apparatus. 


Pyelitis in Pregnancy 

A broader conception of this troublesome and 
sometimes serious complication is established by 
Corbus and Danforth*? of Chicago and Evan- 
ston, who have carefully studied their cases even 
up to four years after delivery. In 13 consecu- 
tive cases upon which pyelographic studies were 
made after the termination of pregnancy, path- 
ology (demonstrable distention of the kidney or 
ureter, and obstruction of the ureter) was dem- 
onstrated. Hence they decide that ‘‘the termina- 
tion of pregnancy does not cure the urinary in- 
fection’’. ‘‘These cases should be treated after 
the pregnancy ends in order to restore adequate 
urinary drainage, if possible. As pathology of 
the urinary tract was shown to exist after ter- 
mination of pregnancy in all cases studied, it 
seems reasonable to assume that obstructive 
pathology may have been present before preg- 
nancy began.’’ Under such conditions their ad- 
vice is worth following—routine bacteriological 
examination of catheter specimens at least twice 
in the early months of pregnancy in all patients 
with a history of vesicle irritability, either re- 
cent or remote. They also wisely urge attention 
to teeth, tonsils, and sinuses in affected patients. 


Syphilis 

Because syphilis is present in roughly three 
out of every one hundred pregnant women, but 
especially because, when it is present, serious 


damage to the fetus is practically certain, every |. 


effort should be made to detect and treat it. 
Baumm* of Breslau is theoretically right. A 


Wassermann test should be performed on all 
pregnant women. If this is not done in private 


practice the physician is bound to search care- 


fully for any suspicious signs or history of syph- 
ilis and apply the test if there is the slightest 
suggestion of its presence. McCord* of Atlanta, 
in his reports of very extensive study of the dis- 
ease in negro women shows clearly that ‘‘the 
earlier the treatment is started the more effec- 
tive it will be’’. 
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ARTIFICIAL LIGHT AS AN AID TO SURGERY 


Artificial light as an aid to Surgery is discussed 
in a paper by Henry L. Logan, Illuminating Engin- 
eer of New York; appearing in the current issue of 
the Transactions, the official publication of the 
Illuminating Engineering Society. Mr. Logan be- 
gins by dismissing the practicability of using day- 


“light solely in the operating room, basing his objec- 


tion on the uncontrollable features of natural light. 

“If a bright spot of light is thrown on the operat- 
ing area, leaving the rest of the room in comparative 
darkness,” he says, “eye adaptation difficulties de- 
velop. The surgeon cannot keep his eyes glued to 
the small bright field throughout the operation. He 
has to ask for sponges, sutures and instruments. 
He has to give instructions. Things have to be 
moved. Every time he lifts his eyes from the 
bright field their apaptation changes and their sen- 
sitivity drops. 

“The doctor makes special efforts, although per- 
haps unconsciously, to force his eyes to their work, 
but nothing he can do will increase the rate of re- 
covery and his work meanwhile slows up in speed 
and reduces in accuracy, as what his muscles do 
depends upon how fast and clearly his eyes can 
see. 

“Investigation has led to the conclusion that the 
ideal operating room light should be extremely flex- 
ible with a light pattern that can be varied with 
the types of operations performed. By controlling 
certain lights of the lens system independently 
and publishing a switching chart of light patterns 
this last requirement from the engineering stand- 
roint is fully met. The medical staff, however, 
should add one very necessary refinement—the use 
of a neutral colored body cover to confine the high 
illumination to the wound area, by absorption of the 
overflow. 

“It is the custom in hospitals to place a notice 
on the wall or door of the operating room one day 
in advance of operations to be performed. Along 
with this notice should be the light pattern switch- 
ing chart. When the nurse goes to the chart and 
notices, for example, an appendectomy listed, she 
would glance at the light pattern chart and see cer-- 
tain switch numbers listed against that type of op- 
eration, and she would arrange the lighting accord- 
ingly. ” 

The full discussion may be obtained by applying 
to the Illuminating Engineering Society, 29 West 
39th Street, New York City. 


PREVENTION AND CONTROL OF VENEREAL 
DISEASES 


The importance of venereal diseases as a public 
health problem is stressed in a report made pub- 
Jic by Surgeon General H. S. Cumming, of the 
Public Health Service. 

The venereal diseases are more and more being 
recognized as one of the most important of the pub- 
lic health problems. As progress has been made in 
decreasing markedly the prevalence of certain pre- 
ventable diseases such as typhoid fever, hook-worm 
disease, malaria, yellow fever, diphtheria, and 
tuberculosis, those diseases the prevalence of which 
has not been so markedly reduced assume even 
greater relative importance. This is particularly 
true of the venereal diseases. 

The studies initiated during the preceding fiscal 
year in connection with the venereal diseases have 
been continued and expanded. These have included 
field studies of the prevalence of syphilis and gonor. 
rhea as shown by cases under treatment; laboratory 


‘studies of immunity in syphilis; a study of transfer- 


ability of the disease in its various stages to rab- 
bits; and clinical studies of the effects of non-spe- 
cific treatment on syphilis. Immunological problems 
in connection with gonorrhea have received atten- 
tion. Of outstanding interest was the organization 
during the year of the “Committee on Research in 
Syphilis, Inc.” by a group of philanthropists. The 
Public Health Service is co-éperating with this Com- 
mittee in the development of a co-drdinated attack 
on the problems of syphilis. 

Cordial co-dperation has been continued with the 
State health authorities to whom there were re- - 
ported juring the year 176,502 cases of syphilis and 
143,490 cases of gonorrhea. In the clinics under 
the supervision of the various State health agen- 
cies, 109,274 new patients were admitted and re- 
ceived 2,147,516 treatments. 

It has seemed important to intensify efforts for 
the control of the venereal diseases among bene- 
ficiaries of the Public Health Service. During 1927, 
there were admitted to Service hospitals 6,151 cases 
of venereal diseases, representing 18.71 per cent. of 
the total admissions. These cases were hospitalized 
for a total of 216,559 days of treatment at a cost of 
$812,096.25. Active measures have been undertaken 
to instruct the beneficiaries of the Service in pre- 
vention of these diseases by means of lectures, 
films, and posters. The Coast Guard and the vari- 
ous shipping companies are co-dperating in this ef- 
fort.—United States Public Health Service. 
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THE NEW HAMPSHIRE MEDICAL SOCIETY 


THE ONE HUNDRED AND THIRTY- 
EIGHTH ANNUAL MEETING OF THE 
NEW HAMPSHIRE MEDICAL SOCIETY 
Hore, Carpenter, Mancuester, N. H.— 
TUESDAY AND WEDNESDAY, May 28-29, 1929 
HE First Meeting of the House of Delegates 

T will be held Monday evening, May 27, at 


7:30 o’clock, Hotel Carpenter, and subsequent 
meetings will be in the same place. | 


The Scientific Sessions wil: open at 10 o’clock 
A. M., Tuesday, with General Meetings fore- 
noon and afternoon, Tuesday and Wednesday. 


Tuesday evening, May 28, Banquet 7 o’clock, 
Hotel Carpenter. Tickets, $2.50 each. 


THE DUTY OF THE COUNTY MEDICAL SOCIETY TO SMALL 
COMMUNITIES IN THE MATTER OF MEDICAL SERVICE* 


BY FRED ELLSWORTH CLOW, M.D.t 


HE medical profession has become respon- 
iL sible for the medical care of our people. 
Partly through laws which we ourselves have 
fostered, partly through education, and partly 
through custom, a monopoly of this type of pro- 
fessional service has been developed. The cults, 
including all types, cannot be depended upon to 
serve the community. Along with our monopoly 
has come certain responsibilities and one of these 
is the medical service for all the people. 

During the last decade the small community 
has seen itself lose its place in the medical 
scheme ; for reasons which have been sufficiently 
explained and copiously wept over, the rural 
population has seen itself gradually relegated 
to a medical oblivion for which it is itself in 
part responsible. The various schemes of so- 
cialized medicine which have been tried, in part, 
have failed to relieve the distress that is gen- 
uinely felt in many a small town today. Well- 
to-do persons can always obtain whatever they 
_wish; the middle class by a struggle against 
tremendous odds, may obtain a poor substitute; 
the poor are apt to be debarred entirely except 
with such loss of self respect as is repugnant to 
most New Englanders. 

Has not the county medical society a duty 
to perform to see that all the people of the smal- 
ler communities do receive adequate medical 
treatment? I believe it has. I believe that by 
proper organization the society can perform 
‘this function. 

My thesis pre-supposes a fairly active medical 
group, or groups, in a fairly prosperous county, 
with, however, no large centers of population. 
There should be at least one hospital. Most 
counties, even those considered by our urban 
friends to be still in the Early Victorian Age, 
frequently have hospitals, with equipment and 
personnel, and enthusiasm—and results too,—of 
which they need not be ashamed. It is around 
these hospitals that the work of the county is 

*Read at a Conference of County Secretaries at Concord, 
New Hampshire, March 19, 1929. 


+For record and address of author see ‘“‘This Week's Issue,” 
page 945. 


being grouped and will be grouped in the fu- 
ture. The towns possessing adequate hospital 
facilities will receive far more nearly proper 
medical support. It is to these towns that the 
young men of the future will gravitate, if they 
sueceed in freeing themselves from the shackles 
of medical conservatism and specialism. 


The county group will find its home, then, at 
the one or more hospitals of the particular lo- 
eality. There it will find a medical library, a 
laboratory, and all the indispensable facilities 
for the practice of modern medicine. To this 
group, housed as it should be in the hospital, will 
come all the people of surrounding territory, 
rich and poor alike. Those men who cannot 
affiliate directly with the hospital group will, at 
the same time, meet frequently with them for 
conference, and for study of puzzling cases. 
Arrangements will be made for certain mem- 
bers of the group to devote their time to par- 
ticular types of work in which they will become 
proficient. This is already being done, may it 
be said, in our own state in at least one county 
that contains no city. The result is that less 
than one per cent. of the local people feel the 
necessity for seeking metropolitan opinion. As 
the county group demonstrates its ability and 
capacity the same results will occur. 

It has already been demonstrated that peo- 
ple will go to these medical centers; already 
they not infrequently present themselves at the 
hospital door without having previously con- 
sulted a physician at all, knowing that the sit- 
uation demanded different treatment than could 
be afforded in a country home. Fortunately our 
patients are gradually learning that one short 
consultation may prove insufficient for the solv- 
ing of an intricate diagnostic problem, and they 
are willing to devote a few days’ stay at the 
hospital for a more complete study. A smaller, 
but increasing number, demands a periodic 
health audit. Our group must be able to care 
for both these types of individuals, as well as 
the more acute and sensational problems. 

The groups will utilize all the facilities at 
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their disposal for the care of those who can- 
not or will not be removed to the hospital. Seri- 
ous emergencies are bound to arise which must 
be dealt with on the spot. The local public 
health nurse will frequently have to act in these 
times of stress with a freedom far beyond her 
usual routine. In one town, left through ill- 
ness with no physician this past winter, a level- 
headed public health nurse has taken her com- 
munity through an epidemic of is:fluenza, with 
measles and chicken pox interlarded, with very 
few calls and telephone consultations with a 
medical man thirteen miles away. 

Every. facility that is offered by voluntary and 
official public health agencies must be utilized. 
Much as we deplore the encroachments of cer- 
tain groups upon the sanctity that has been the 
private practice of medicine, we must, at the 
same time realize that these agencies are here 
to stay. They possess power, money and the en- 
dorsement of a large section of our population. 
They are ever ready to co-dperate in giving as- 
sistance that the country doctor often sorely 
needs. Nurses representing the anti-tuberculosis 
associations and those who devote their energies 
to the hygiene of motherhood and childhood can 
be used to the greatest advantage in another 
major phase of the activities of the county so- 
ciety. 

The responsibility for the education of, our 
citizenship in public health matters must be 
shared by the local practitioners. If they do 
not accept their just share of this burden, they 
will be rudely awakened some day by the knowl- 
edge patients already possess through their read- 
ing of Hygeia and the syndicated articles in the 
daily newspaper. Different men should be as- 
signed topics on which they should be prepared 
to speak to lay audiences. One is astonished at 
the number of lay organizations devoting entire 
meetings to matters of public health, and with a 
seriousness and determination that cannot be 
ignored. 

The county group owes the young men of 
college age the opportunity to learn what our 
beloved profession offers as a career. Today, 
as never before, big business is competing with 
the ‘‘learned professions’’ for the best of our 
young manhood. We may soon find ourselves 
in the position of the Christian church in this 
country today. 


One cannot ignore the matter of the financial 
aspects of such a group arrangement as has been 
suggested. It has been found repeatedly that 
groups can be efficiently conducted with no one 
turned away for lack of funds, and yet pay a 
sufficient revenue to give each member an ade- 
quate return. The newest Foundation for the 
assistance of people in a medical way, has chosen 
this type of clinic for its beneficent approval. 
Harris has called attention to the tremendous 
suecess of a Chicago organization whose policy 
is based entirely on the charge governed by the 
ability to pay. (A. M. A. Bull. 24:2 43 et seq.) 

County and town authorities should look with 
more compassion on the unfortunate in the crises 
that are bound to occur. It would seem that the 
least prepared must bear the greater burden of 
illness and suffering. The public, when appeal 
comes, is generous to a fault, and money is free- 
ly provided for the poor and needy. Our pub- 
lic officials backed up by archaic laws consistent- 
ly adopt a ‘‘penny-wise-and-pound-foolish’’ 
policy. Instead-of dealing with the great ques- 
tions of sickness and accident among the un- 
fortunate by prophylaxis, each case is treated as 
individual, and involves the prolongation of mis- 
ery, or the drowning of all self respect on the 
part of the afflicted. Physicians have for gen- 
erations borne the major part of the burden 
of caring for these weak ones, either through 
free clinics or in private practice. Society 
should recognize that it, too, has an obligation 
and that the burden should be more evenly dis- 
tributed. 

That the members of the county society can 
work together effectively, even if only spas- 
modically, was clearly demonstrated in one New 
Hampshire county through a series of clinics 
held every six months for some years following 
the Great War. 

Finally, as good citizens, the members of the 
county society may help the small community in 
a vital economic way through the provision for 
medical service for the tremendous summer pop- 
ulation without which much of our New Eng- 
land would be sterile. Through such organiza- 
tions as suggested this should, at least be at- 
tempted. It is with this class of our citizens 
that it will soonest find favor. 


SUBJECTS FOR DISCUSSION AT MEDICAL MEETINGS* 
BY FREDERIC P. LORD, M.D.t 


EING one of the youngest of secretaries, in 
point of service, in this group, I presume 
that all I can say will be familiar to you al- 
ready in your longer experience. With this 
apology—the only one I shall make—lI will pro- 
ceed to state a few ideas that have come to 
*Read at a Conference of County Secretaries at Concord, 
New Hampshire, March 19, 1929. 


+For record and address of author see ‘“‘This Week’s !ssue,” 
page 946. 


me in regard to the choice of subjects for med- 
ical meetings. 

As I look back I realize how different is my 
attitude today as a secretary than what it used 
to be as a member of my county society who 
had no part in program making. Among the 
difficulties confronting the secretary are first, 
to get a speaker, second, to choose a subject. 
Out of the fifty members of my county society 
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probably about twenty-five are regular in at- 
tendance and it is from this restricted group 
that I have to choose speakers. Among our 
speakers are those who are inclined to offer a 
formal type of paper, giving the pathology, 
etiology, symptomatology and treatment of some 
disease, the data being largely culled from a 
text-book, to which we all have ready access— 
and these papers are inclined to attract too lit- 
tle interest. Others give a large amount of de- 
tail, which is not correlated nor carried to any 
satisfactory conclusion—an unfinished work, 
which loses in its appeal to the hearers. Out- 
side speakers are none too easy to secure, but I 
think that perhaps failure to get such men is at 
times due largely to the diffidence of our county 
society secretaries. . But we should never grow 
to rely too much upon speakers outside our own 
ranks for many members of any society have 
much of interest to give their own meetings. 

One object of our meetings, perhaps somewhat 
overlooked, lies along its social side. It is a 
splendid thing for the doctors of one county to 
get together and become better acquainted at 
periodic intervals; only in this way can thev 
work together to the best advantage. I think 
the greatest advantage and success so far in the 
League of Nations lie in the fact that diplomats 
and foreign secretaries, premiers and experts, 
know each other personally; hostility and lack 
of co-dperation are much less liable to be found 
under such conditions. This applies equally to 
our county societies. Another object of our 
meetings is to give all a chance to pick up new 
ideas and to keep up to date—these gatherings 
are in the nature of small post-graduate med- 
ical schools. Of course these meetings are nec- 
essary in order to maintain our organization 
and to keep in touch with the activities of the 
larger American Medical Association. 

In choosing speakers and subjects it is well to 
remember that among members of the society, 
besides the general practitioner who should give 
us papers based on work in his practice, are 
some specialists whom we can draft for papers 
along their own lines. Whomever we get to 
speak, let us avoid a ‘‘flat tire’’, whose effect 
upon his associates is unhappy, and upon subse- 
quent attendance is worse. 

Have you a particularly interesting combina- 
tion of speaker and subject? Tell the other 
secretaries of your neighboring counties, and 
they, too, may profit by such a find. 

One can have papers given by men who are 
not doctors, such as dentists, psychologists, and 
various other experts or men of special interest, 
even if not experts themselves. One must not be 
too narrow, or too confined in his programs to 
just such papers as he has heard in the past. 
There are: many subjects I should like to hear 
diseussed at our meetings, subjects we have not 
appeared in the past to care for, to judge from 
their absence from the programs. Such subjects 


or perhaps we do not care to consider them. I 
am taking the liberty of suggesting somewhat 
at random certain topics I should like to hear 
presented at our meetings, many of which I have 
never heard discussed at all. 


1. Cults, more or less medical. I do not 
think the average doctor knows, really knows, 
much about them. I am free to say that I do 
not. Most of my ‘‘knowledge’’ is based upon 
hearsay and prejudice, and I am hardly familiar 
with the quota of truth and value which may 
underlie them: Why not learn more about 
Osteopathy, Christian Science, Chiropractic and 
the rest? We say their practitioners are quacks; 
that may be; some are at least sincere. We 
say they are ignorant and pseudo-scientific. Let 
us learn what truths these cults do contain, and 
utilize more freely than we do any help they 
ean give us. If we could secure as speaker 
someone who has studied any of these cults it 
would be worth our while to hear him. Per- 
sonally I should be glad to have representatives 
of some of these cults speak before our local 


society. 

2. Public Health Work. We have in this 
state clinics for tuberculosis, obstetrics, dental 
elinies, school clinics, all carried on more or less 
by organizations not connected with our profes- 
sion. I am not entering into the question 
whether we approve of them or not. They are 
with us to stay and I feel we need to know about 
them, their objects and their results. We should 
be well informed as to their activities, and, when 
so informed, we are in a position to criticize 
them intelligently, adversely or favorably. Our 
attitude at present seems to me to be unintelli- 
gent and in some cases hostile. At least we co- 
éperate but little in their work, where we should 
be co-6perating as much as we possibly can. To 
the laity who learn how many children have been 
discovered with tubercular joints, for example, 
children who otherwise would never have been 
reached, it makes little difference what we may 
do or not do as an organization about such 
ciinies; they are all for such work and have little 
sympathy or understanding of a _ profession 
which seems to stand somewhat aloof. We can 
see to it that our societies are well informed as 
to the work of such clinics in our own state. 

3. Dentistry. I can see why a dentist can 
have much of interest to tell us. We are quar- 
reling with the dentist over the question whether 
certain teeth should be extracted or not. Let 
him present his side of the case. How much do 
we know about misplaced teeth and the method 
of correcting such bad alignment? What do we 
know about the latest methods of treating carious 
teeth, of pyorrhoea, of treating fractured jaws, 
of the real value of various kinds of toothpastes, 
of the proper method for cleaning the teeth with 
the toothbrush? The dentist has much to tell us. 

4. Mental Hygiene. I believe it is true that 


perhaps have not been considered as interesting, 


we see many patients with certain incipient 
mental defects, which if recognized early can be © 
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corrected, and their unfortunate possessor placed 
in the path of normal human beings, and saved 
from a later mental aberration. I recently heard 
a psychiatrist say that he believed that an ex- 
pert on mental hygiene should look after the 
children in every school, and his work would be 
immensely valuable in saving many from dis- 
aster. I believe we as practitioners could profit 
by knowing more along this line, and we might 
even utilize such knowledge in a small way for 
the benefit of our patients. 

5. Sex Hygiene. What do we know, except 
by hearsay, about psychoanalysis, about the doc- 
trines of Freud, Jung, Adler, and others? What 
about scientific sex hygiene? I suspect that it 
would be against considerable opposition that 
any secretary might bring such subjects before 
some of our societies. I feel personally that, 
where this is true, it is a wrong attitude. If 
some patient or friend came to me and asked: 
‘*Who can advise my boy (or girl) in sex mat- 
ters,’? whom would I suggest? I should find my- 
self helpless, and say to myself, ‘‘I don’t know 
any doctor in this community competent to ad- 
vise this child. TI don’t think any clergyman is 
competent, nor do I feel any teacher, fellow 
pupil or fanatic is fit to do so.’’ I should be 
fortunate indeed if I knew a single person in my 
community fitted by scientific knowledge and 
keen understanding to advise the child. The 
hard-boiled man-of-the-world, doctor or layman, 
with his purely biological approach I should 
avoid. The sentimentalist I should certainly 
shun, and in any case he would be ineffective. I 
fear that most of us asked for such help would 
give a stone in place of the bread needed. 

What do we know scientifically, about birth- 
control? What would we do if a married 
woman, who must not become pregnant, should 
ask us for directions to secure that end? What 
do we really know about the proper contracep- 
tive for her to use, if we think any should be 
used? Shall we allow her to go on uninstructed 
and then be ready to perform later a therapeutic 
abortion? What about the legality of our ad- 
vice? What can be done legally in clinics of 
hospitals for such cases? A recent editorial in 
the New ENGLAND JOURNAL OF MEDICINE in 
answer to a letter asking such a question repre- 
sents one of the few times I have seen such a 
tepie discussed in any medical journal. Are we 
to refuse to inform ourselves in this matter and, 
in fact,.on most matters relating to sex because 
we think it is too difficult a subject, too hard to 
meet the challenge, or too uncomfortable for us 


to study it scientifically? Are we of the medical 
profession to be ‘‘weighed in the balance and 
found wanting’’? To whom should the puzzled 
parent turn for help? 

6. Physiotherapy. Today such treatment 
seems somewhat commercialized. It is much 
more in vogue in Europe than in this country. 
What do the doctors across the Atlantic know 
that we do not in such matters? The American 
Medical Association is looking carefully into 
the subject. Let us also be better informed as 
to its use and abuse. And glandular therapy, 
like so many other things, has captivated the 
popular imagination. Are we well grounded in 
our knowledge of the treatments based upon 
such therapy ? 

7. Dietetics. There is much widespread ‘‘in- 
formation’’ on this matter which is not true, as 
to vitamins especially. Is it necessary to eat a 
cake of yeast per day, to use cod-liver oil for 
every child? Are we undernourished if we eat 
the ordinary diet that is set before us? Do we 
know how much we should eat of green vege- 
tables each day? Are there not many questions 
we are daily asked about diet which we feel 
reluctant to answer from our blank ignorance? 

8. Group medicine. Is it not a very live sub- 
ject worth our careful consideration from every 
point of view? Those who have tried it out can 
tell us much of its working, its aims, its prob- 
lems, its failures, and its advantages. 


On all these matters and many others I per- 
sonally feel I ought to be better informed, and 
I am inclined to believe that my state of un- 
blissful ignorance is not limited to myself. Are 
we not paying too much unrestricted attention 
to our patient as an individual and too little to 
our patient as part of a group? Are we suffi- 
ciently community-minded ? 

The haphazard list of subjects I have men- 
tioned has been thought of as worth presenting 
to our county societies. If by chance they were 
also brought before our state society meetings ot 
the gatherings of other medical groups it might 
not be amiss. The laity has a smattering of 
knowledge of many of these subjects—a danger- 
ous privilege—and we physicians have not too 
much information on these matters. We can be 
more efficient doctors to our patients and more 
useful members to our communities, I believe, if 
we extend the range of subjects of our medical 


meetings to cover a wider field than we seem to 
be covering today. 
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Mr. President, Members of the Rockingham 
Medical Society and Guests: 


OR several reasons I feel that your committee 
made a very poor selection when they asked 
me to present this paper to open the discussion 
this afternoon on the subject of Alcohol. First 
because I am not a public speaker nor an adept 
at preparing or presenting a paper, second 
cause I do not have a Federal permit to pre- 
scribe or dispense alcoholic liquors and therefore 
cannot use them in my practice. For this reason 
I feel somewhat hesitant to discuss the use of a 
medical agent which I do not use myself and for 
the same reason I also feel hesitant about dis- 
cussing or criticizing the law or the regulations 
pertaining to use of alcohol in the practice of 
medicine since I have not availed myself of its 
provisions and cannot speak from personal ex- 
perience as to its workings. However, someone 
has to set the ball rolling and bring the subject 
before you for the distinguished guests who are 
with us this afternoon and who will follow me 
and discuss in much more detail and from a 
much greater knowledge of the subject than I 
can. 

You will notice on your program that the sub- 
ject is simply ‘‘ Aleohol’’ which is rather a broad 
subject and has been discussed from many 
angles from the days before Neal Dow to the 
present time but our Secretary informed me in 
a letter some time ago that what I was supposed 
to discuss is ‘‘ Alcohol in the Practice of Medi- 
eine’’ and I will try to confine myself to that 
phase of the subject, and even here there is a 
difference of opinion (for doctors do disagree). 

There are some physicians who feel that alco- 
hol as a drug has no place in medicine and who 
are absolutely opposed to its use; there are 
others who believe that there are times when it 
is of value in certain selected cases, but who pre- 
fer to dispense with its use in the few cases 
where it might be of use rather than to burden 
themselves with the red tape incident to obtain- 
ing a permit to prescribe it. There are yet 
others who feel that it is absolutely indispensable 
and who rely on it as one of their main agents 
for the cure or relief of disease and who resent 
any regulations which may restrict in any way 
their right to prescribe as often and as much as 
they deem necessary. There are still others, 
who, while they may not feel that its use is ab- 
solutely necessary, resent any attempt on the 
part of the laymen to dictate to the medical pro- 
fession what drugs or in what quantities they 
shall prescribe. 7 

*Read at the meeting of the Rockingham County Medical 
Society, April 4, 1929, at Portsmouth. 


+For record and address of author see ‘“‘This Week’s Issue,” 
page 945. 


SYMPOSIUM ON ALCOHOL* 
BY FORREST J. 


DRURY, M.D.t 


The passage of the 18th Amendment together 
with the Volstead Act has modified the practice 
of medicine, not only as regards the prescribing 
of alcoholic liquors such as whiskey, brandy, 
etc., but also in the use of certain preparations 
which no one but a Congressman would ever 
think of classing as alcoholic beverages, such as: 
Elixir Aromatic, Elixir of Anise, Elixir Aromat- 
icum Rubrum, Elixir of Bitter Orange, Com- 
pound Elixir of Cardamom, Elixir Glycyrrhizae, 
Aromatic Elixir of Glycyrrhiza, Compound 
Elixir of Taraxacum, Elixir of Terpin Hydrate, 
Hoffman’s Anodyne, Wine of Beef, Wine of 
Pepsin, Wine of Wild Cherry and many others 
too numerous to mention. Many of these were 
old stand-bys and in common use before the 
passage of the act. 

Extract of Jamaica Ginger if prepared by a 
certain formula described on Page 469, Ninth Re- 
vision of the U. S. P. as follows: Jamaica ginger 
No. 30 powder 400 grams to make 1000 millilit- 
ers, may still be used in quantities not greater 
than two fluid ounces, while Elixir of Pepsin 
must contain more than eight grains of Pepsin to 


jthe ounce and even though it contains eight 


grains or more when manufactured, if through 
deterioration because of the age of the prepara- 
tion it comes to contain less than eight grains 
to the ounce, whoever sells or dispenses it be- 
comes liable under the law and so whether you 
believe in the use of whiskey or brandy as med- 
icines or not the law affects you as a physician. 
The prescribing of beer, ale or porter, even by 
those who have a federal permit is prohibited, 
although many physicians believe that they are 
excellent tonics and also of value as concentrated 
foods in certain cases. Another case of the lay- 
man dictating to the physician what he shall and 
shall not use in the practice of his profession. 
Most of us were taught in the Medical School 
that alcohol is of value in pneumonia and that 
in nas of habitual users it is absolutely essen- 
tial. 

No less an authority than Hare says, ‘‘If the 
patient is an alcoholic and feeble with lack of 
vitality and relaxation of his vessels, then al- 
cohol in the form of a good whiskey or brandy 
given’in water after food every three or four 
hours in the dose of from half an ounce to an 
ounce is useful; sometimes more than this must 
be given.’’ One ounce every three hours means 
eight ounces or one-half pint in twenty-four 
hours and in those cases in which he says more 
must be given, even larger amounts would be 
needed, yet See. 7, Title I]. of the National Pro- 
hibition Act (commonly known as the Volstead 
Act) states that ‘‘Not more than one pint of 
spirit liquor to be taken internally shall be 


prescribed for use by the same person within 
any period of ten days.’’ Again quoting from 
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Hare—‘‘In exhausting fevers, such as typhoid 
or typhus, alcohol finds its true usefulness. 

‘<The dose of whiskey or brandy may be for an 
adult from one-half or two ounces every three 
hours. More than one pint in twenty-four hours 
is rarely required, but this amount often does 
great good and is not excessive if the patient 
is accustomed to its use and needs supporting 
treatment.’’ Again the amount recommended 
by the best medical authorities being greatly in 
excess of that which it is lawful to prescribe. 

Is it a fair question to ask what a conscientious 
physician, who wishes to obey the law but who 
also feels that his first duty is to his patient is 
to do? The law not only limits the amount 
which a physician may prescribe for any single 
patient in a given period, but it also limits the 
number of patients for whom he may pre- 
scribe in a given period, one hundred prescrip- 
tion blanks being the number he is allowed in 
any period of ninety days. To be sure there is 
a provision by which if he can show the Director 
that an emergency exists and that he absolutely 
must have more, he may be granted more, but it 
necessitates unwinding some of the red tape, 
which I referred to in the beginning as being 
incident to the use of alcohol as a medicine. At 
first glance probably one hundred prescriptions 
in ninety days appears to be a sufficiently large 
number, but after all it is only a fraction over 
one patient per day. 

Aside from the Federal Law there is also a 


State Liquor Law which may still further re- 
strict the use of alcohol by a physician in his 
practice. Under the N. H. law any town or 
city may vote to prohibit the use of alcohol even 
for medicinal purposes. In towns which so vote, 
no druggist may obtain a permit to fill preserip- 
tions. If I understand the law correctly this 
does not prevent a physician living in this town 
from obtaining a Fedéral permit to write pre- 
seriptions which may be filled in a neighboring 
town or city where there is a druggist who has 
a permit to fill such prescriptions, but it puts 
the patient to the inconvenience of going or 
sending to the neighboring town in order to 
obtain his medicine; thereby causing added ex- 
pense and delay. Section 1430 under Article 
XIV. provides that a physician may procure 
not more than six quarts of alcoholic liquors in 
any year, which he may dispense in emergencies. 
In these cases the rule of not more than one 
pint in any ten days still holds. There is no 
drug or medicinal agent in the pharmacopeia, 
not even morphine, the use of which is so hedged 
about with restrictions. Those of us who do not 
care to become entangled in the red tape incident 
to the prescribing or dispensing of alcohol must 
eall in a consultant who has a permit, in those 
eases where the use of alcohol is necessary. 

I have touched but lightly only a few of the 
conditions and diseases in which the use of al- 
cohol is essential but I hope that I may have 


brought out some points for discussion. 


THE STATUS OF ALCOHOL AND OF PROHIBITION LIQUOR 
FROM THE CHEMIST’S STANDPOINT* 


BY CHARLES D. 


OSSIBLY I ought to apologize for presum- 
ing to supplement Doctor Drury’s paper 
by one of my own instead of presenting a few 
remarks in discussion. It was my understand- 
ing however that this was to be somewhat in 
the nature of an alcohol symposium and what 
I purpose to say will have reference to the qual- 
ity phase of aleohol and of liquors under Pro- 
hibition,—whieh of course will mean treatment 
of the subject from quite a different angle from 
that as presented by Doctor Drury. Incidental- 
ly, I think I was the first chemist—certainly the 
first in this section of the country—to give pub- 
licity to the views on this subject to which I 
shall here refer, and which views were for a 
time looked upon as more or less of a joke, be- 
cause of their very sharp divergence from those 
held not only by the laity but by practically 
all physicians as well. 
The popular notion—and it seems also to be 
held by many physicians—is that practically 
all bootleg liquors are more or less deadly poi- 


*Read at the meeting of the Rockingham Medical Society, 
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sons. Quite typical of this theory was the seare- 
headed article, possibly read by many of you, 
appearing in last Sunday’s issue of a Boston pa- 
per and in which was discussed the alleged ‘‘aw- 
ful’’ quality of the stuff being dispensed in 
Chicago. Of course I do not profess to know 
anything about the liquor of that city from 
any analyses of my own. Nevertheless, with 
all due respect to the very well known physi- 
cians who gave this writer his inspiration* for 
this article, I can say, with a considerable con- 
fidence which is based upon a rather intimate 
knowledge of the general situation, that this 
story represented a large exaggeration of the 
actual facts. By this I do not mean to imply 
that much of the ‘‘bootleg’’ is not dirty or is 
not produced under such conditions that it 
ought to be considered as non-potable from an 
esthetic standpoint, but as to- poisons, outside 
of ethyl aleohol—that is something else. 

Up until two or three years ago the news- 
papers have carried quite frequent items un- 
der a poison booze caption and the subject has 


tFor record and address of author see ‘“‘This Week’s Issue,” 
page 945. 


also been a favorite one for magazine writers, 
—who, when we come right down to it, know no 
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more about the actual composition of liquor than 
does the average layman. But of late 
it may have been noticed that that sort of 
thing has not had much mention, so that the 
article I have referred to might be said to repre- 
sent one of those more or less severe relapses 
such as are likely to characterize the course of 
some diseases. 

This ‘‘poison booze’’ newspaper stuff is for 
the most part a figment of a lively imagination 
in combinati»n with an ignorance of the sub- 
ject which 1upresents merely a continuation of 
the belief in certain popular fallacies long held 
regarding the composition of liquor—fallacies 
precisely in the same class with such ones as 
that whiskey is the only proper treatment for 
snake-bite, and the most potent preventive of 
pneumonia; that a red string worn around the 
neck serves to ward off certain diseases, that 
diphtheria comes up out of sink-spouts, and that 
typhoid is generated de novo from any filth— 
which latter has its exemplification today in the 
view commonly held that the drinking of water 
from a polluted well is a frequent cause of this 
disease. 

About two years ago a jeweller of this state, 
known to be a drinking man, died suddenly at 
his shop, where a gallon can about half full of 
aleohol was found. Immediately the newspapers 
came out with positive stories to the effect that 
the man was a victim of poison liquor. At the 
autopsy no evidence was observed of any ab- 
normal internal condition, except an endarteri- 
tis of the coronary artery, and three of the four 
physicians present disagreed with the opinion 
of their fourth colleague that there was any- 
thing in the outward appearances particularly 
suggestive of cyanide poisoning. But this 
fourth physician won, as the subsequent chem- 
ical analysis disclosed the presence of a large 
quantity of cyanide in the stomach. On the 
other hand the analysis of the contents of the 
ean showed this to be alcohol of pharmacopoeial 
purity,—as our analyses of these bootleg al- 
cohols as distributed in this state have so in- 
dicated in a vast majority of cases. 

Again, not long ago in another state the 
newspapers had a poison liquor story based 
upon the finding of a bottle of liquor near a 
woman who had died suddenly. But I hap- 
pened to learn that the subsequent analysis of 
this liquor showed nothing poisonous, and that 
the woman actually died of some other cause. 
Many other instances of this kind might be 
cited. The fact is that if these alleged poison 
booze cases are run down, one of two facts is 
disclosed as to nearly all of them,—either that 
death was due to something else, or that it was 
the result of an overdosage of ethyl alcohol, the 
analysis disclosing no poisons. 

The theory or suspicion that prohibition liquor 
must be poisonous has a plausible sound and the 
average person is quite willing to accept such 
a theory. In fact it fits in very nicely as an 


argument for the use of those who are demand- 
ing repeal and are clamoring for a return to 
the good old days when all liquor was pure 
and strictly virtuous—which latter is to make 
the chemist laugh. Indeed there can be no 
doubt that the poison booze fetish is being as- 
siduously nourished by the anti-prohibition 
forces as an exceptionally effective bit of propa- 
ganda. 

But the scientist is not satisfied with mere 
theories. Chemistry is, on the whole, truth- 
fully designated as an exact science, and the 
chemist is always looking for the truth. Now 
the facts are, as every honest and really qual- 
ifiied chemist will testify, that there is no ana- 
lytical evidence to sustain this poison theory, and 
actually the public’s notion of the matter is 
an erroneous one,—although it may be granted 
that in a way it may be just as well for it to 
continue in such a belief, particularly as every 
now and then it does happen that some boot- 
legger accidentally sells his clients a lot of wood 
alcohol. 

There is no disputing that cases of that kind 
do occasionally occur and when they do and 
three or four deaths result the matter is given 
a hundred times more publicity than would 
attend an equal number of fatalities from an 
automobile accident. We had one death in Con- 
cord recently, said to have been due to dena- 
tured alcohol drinking, although there was no 
analysis, and some months ago a Pittsfield party 
was found dead with a bottle the contents of 
which proved on analysis to be a ‘‘split’’ of 
completely denatured alcohol and water. In 
both of these cases, however, there is ground 
for question if death was not actually due to 
an over dosage of ethyl alcohol. 

But with the most prolific cause of liquor 
poisoning,—that is, where the poisoning is due 
to elements other than grain alcohol itself, the 
bootlegger has nothing whatever to do. I have 
reference to the thousands of poor devils who 


are every day consuming in the aggregate vast . 


quantities of splits prepared by blending water 
or ginger ale with radiator alcohol or with Can- 
ned Heat, or who are consuming extracts of 
lemon, vanilla. and ginger. Completely dena- 
tured alcohol can be bought at any hardware 
store or paint shop, and it has become an every 
day matter for the average reputable druggist, 
hardware merchant or five and ten cent store 
manager to refuse to sell Canned Heat and sim- 
ilar preparations to a certain type of patron. 
Two years ago we endeavored, without success, 
to get through the legislature a bill requiring 
that these fuel alcohols be labeled with the same 
cautionary matter as is now required of the fluid 
type of denatured alcohol. Actually there is 
every reason why this is logical, because these 
preparations are nothing more than specially 
denatured alcohol containing about two per cent. 
of nitrocellulose as the solidifying medium. The 
latter is readily squeezed out completely as a 
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thin waxy cake, and a 344 ounce can will yield 
‘as much as three ounces of a clear fluid which 
contains about eighty-five per cent. of alcohol, in- 
cluding about four or five per cent. of the methyl 
variety. In fact one of these solidified alcohols 
is even better suited for beverage preparation 
than is the completely denatured alcohol, be- 
cause such does not contain any pyridin to im- 
part an obnoxious flavor, or any kerosene to 
render the diluted liquid turbid. 

But it was argued that to apply the word 
‘‘noison’’ to the label would serve to frighten 
the mother who uses such a preparation for 
warming the baby’s milk, also that such special 
labebling for New Hampshire would necessitate 
a fifty per cent. increase in the price. Quite 
possibly such labeling might only be laughed at, 
anyway, by the purchaser for internal consump- 
tion, because there can be no doubt that many 
of these are drinking such compounds right 
along and with no particularly deadly effects, 
although it is probable that they are thereby 
hastening the day of their ultimate demise. 
Nevertheless, as to this recent investigations are 
said to have demonstrated that in a drink con- 
taining forty per cent. of grain alcohol and two 
or three per cent. of the methyl variety, any 
toxic action due to the latter is subordinated 
to that due to the greatly preponderating ethvl 
eontent. That is, any acute illness or sudden 
death is not to be charged to this small percent- 
age of wood alcohol. : 

In this section there is not so much moon- 
shine now being distributed as there was——-and 
by ‘‘moonshine’’ I mean the product resulting 
from the rough distillation of a fermented mash. 
There was a theory that this form of liquor 
‘was toxic because of the aldehyde content, but 
we know that this was a fallacy, as was also 
that the traces of copper sometimes present and 
dissolved from the worm might be appreciably 
toxic. Then it was also argued that moonshine 
was much more poisonous than straight aged in 
the wood whiskey, because it was not aged and 
because it contained fusel oil. This fusel oil 
fallacy, which is so ancient that it is fossilized, 
was long ago completely disproved, but it seems 
to still persist as commonly as ever. Actually, 
a four year old whiskey contains more fusel oil 
than does a new distillate, and the only value, 
effect or real object in the ageing process is to 
improve the flavor. Aged whiskey is no less 
toxic than new whiskey. 

It ean be freely admitted that nearly all of 
the whiskey, rum, gin and brandy now sold 
other than at drug stores is synthetic. To the 
layman this sounds pretty terrible. But the 
fact is we know that upwards of ninety-five per 
cent. of the barrel liquor as sold over the bar by 
the glass in the ‘‘good old days’’ was either 
wholly or mainly synthetic, also. That is, it 
was made up with aleohol, water, caramel color 
‘and flavoring matter just as it is now, and fre- 
quently it was watered two or three times be- 


tween the distillery and the ultimate purchaser, 
just as it is now. 

Formerly the alcohol samples which we re- 
ceived were found to practically always repre- 
sent straight pure alcohol. Instances of find- 
ing any wood alcohol in these—and every sam- 
ple is tested for such—were so very rare as to 
be most notable. Of late however much of the 
aleohol distributed is obtained by redistillation 
of some one of the specially denatured alcohols 
—usually some one of the formulas for bathing, 
lotions, or for the preparation of hair tonics. 
Commonly, the denaturants of these are diethyl- 
phthalate and isopropyl aleohol. The first, 
which can be mainly removed by distillation, 
imparts a bitter, nauseous flavor, while the sec- 
ond, which cannot be removed by distillation, 
and which amounts to about one per cent., is 
added merely as a marker. Both of these chem- 
icals are now generally present in bay rum and 
similar preparations, having long ago replaced 
such substances as tartar emetic, salicylic acid 
and the like. We have no evidence as yet that 
diethyl-phthalate is a particularly poisonous sub- 
stance, and certainly it is not poisonous in the 
small fraction of a per cent. only which may 
remain after distillation, if this process is so 
carried out as to remove most of the bitter 
flavor, as necessarily it must be to yield a drink- 
able product. As for the isopropyl alcohol, it 
is recently claimed by one investigator that this 
is no more toxic than is grain alcohol. In fact 
it may be of interest to know that there is a 
movement to secure sanction of the use of 
isopropyl as a substitute for ethyl in the prep- 
aration of flavoring extracts and of certain med- 
icinal products. This aleohol, which is manu- 
factured from petroleum, does not have the 
pleasant flavor and aroma of pure grain al- 
cohol, but the future may show that it has a 
substantial field as a substitute for the latter. 

Besides the two compounds mentioned we are 
now occasionally encountering alcohols contain- 
ing small amounts of the methyl variety. In- 
variably the quantity is slight, ranging from 
one-half of one per cent. up to two or three per 
cent. This is apt to result from redistillation of 
specially denatured alcohol formula No. 1, which 
contains five per cent. of methyl and which is 
used for a great variety of purposes. 

At the present time the sale of these eighty 
methylated distillations seems to be increasing. 
We have a law which provides a two hundred 
dollar fine for such cases, and its use by the 
authorities should have a restraining effect. 

To what, then, shall we attribute the bad or 
unusual effects which are rather frequently be- 
ing noted these days in connection with cases 
of aleoholism? As I see it, there are three fac- 
tors which can logically be held responsible: 
(1) the consumption of such non-bootlegged 
products as radiator alcohol, Canned Heat, 
flavoring extracts and bay rum, (2) overindul- 
gence at one time, due largely to irregularity 
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of supply, and (3) the drinking of alcohol of 
excessively high concentration. This last is more 
especially a notable factor where the consumer 
purchases his stimulant in the form of moon- 
shine or of straight ninety-five per cent. alcohol 
and euts it by guess, the resulting ‘‘split’’ un- 
doubtedly being in many cases well over fifty 
per cent., and it is nothing unusual for us to 
encounter samples testing more than sixty 
per cent. and even as high as seventy per cent. 


Prior to prohibition physicians had had no 
experience with the especially acute form of 
aleohol poisoning which would arise from the 
consumption of such concentrations, because 
the old time liquor generally tested around 
forty to forty-five per cent. and much of it was 
watered down to thirty-five per cent. and even 
lower. This I happen to know about because 
of many hundred analyses made by my depart- 
ment for the former state license commission. 


THE EXPERIENCE OF THE WASHINGTONIAN HOME* 


BY HUGH B. 


T is unusual for a major political problem 
to be discussed before a medical society, but 

on this oceasion I have been permitted to present 
some facts showing the results of National Pro- 


hibition as observed at the Washingtonian Home| 


in Boston. This is a private charity maintained 
for inebriates. A charge is made for treatment, 
so that the pauper does not figure in the reckon- 
ing. The majority of the patients reside within 
twenty-five miles of Boston, a geographical area 
so small as to be merely a dot on the map, and 
yet having a population of about 2,000,000, so 
that a fairly sizeable proportion of the country 
is represented. It is an admittedly wet com- 
munity, and prohibitionists can hardly be en- 
thusiastic over the results. 

Personal observation covers a period of thir- 
teen years, 1916 to 1928 inclusive, with four 
years preceding and nine following the passage 
of the Eighteenth Amendment and the Volstead 
Act. 


It is difficult to present figures in an interest- 
ing manner, but the number of yearly admis- 
sions during this period furnish essential evi- 
- dence, and must be dwelt upon. : 


The years 1916 and 1917 were phenomenal in 
many ways, the country was extraordinarily 
properous, and the people were living at an ex- 
cessive rate, immoderate drinking like the wear- 
ing of silk shirts being two of the methods by 
which the surplus wages were expended. Conse- 
quently, the admissions in those two years were 
considerably greater than at any previous time. 
In 1918 we were working toward ending the war, 
and certain restrictions were placed upon the 
sale of aleohol. These restrictions were not pro- 
hibitory, and were quite generally considered 
proper and necessary, so that there was no de- 
cided revolt against them. Many hard drinkers 
made a serious attempt to curb their alcoholic 
desires, and our admissions were less than they 
had been for ten years. 


The year 1919 showed an increase once more, 
not sufficient to touch the two large years, but 

*Read at the meeting of the Rockingham Medical Society, 
April 4, 1929. 
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putting it on a parity with the years just pre- 
ceding 1916. 

Then came 1920 and Prohibition. There was 
an immediate and tremendous drop in numbers. 
For several months it appeared as if we should 
be obliged to close, the winter’s coal was not 
ordered at the usual time, and there was a drain 
upon our meagre endowment from which we 
have never recovered. By the fall, however, 
there were signs that the drought had been 
broken, coal was ordered and the decision made 
to carry on. 

The year 1921 corroborated our prognosis, for 
there was a 50% increase over 1920 and increas- 
ing evidence that Prohibition was not prohibit- 
ing. 

In 1922 normal pre-prohibition figures were 
reached, so that the third year showed no ef- 
fect, as far as admissions were concerned, over 
the days of the legalized saloon. 

In 1923 came what might be termed a deluge, 
admissions jumped above any previous year, in- 
cluding the record years of 1916 and 1917. The 
next four years continued large, averaging 
slightly higher than 1923, so that for five con- 
secutive years admissions were well above pre- 
prohibition figures. 1928, the last year in this 
group, saw a decided change. Admissions fell 
off until they were only about double those 
for 1920, and excluding 1920 and 1921, this 
was the smallest year since prohibition. The 
drop was so sudden that it requires an explana- 
tion. An increase in our fees went into effect 
on January first, the expectation being that re- 
ceipts would equal the previous year and that 
the number of inmates would drop. For a num- 
ber of months this plan proved most successful, 
admissions fell off, but receipts held up, and the 
outlook for a balanced fiscal year appeared 
bright. Then, late in the summer, the Boston 
Police started a genuine drive against bar rooms 
and speak-easies which showed immediate and 
definite results. Boston residents found it hard 
to procure liquor, admission figures took another — 
drop, and our finely balanced financial scheme 
went on the rocks. This effort on the part 
of the Police was the most successful demonstra- 
tion of any attempt to enforee the law which 
has occurred in our neighborhood. 

Just a few words regarding the first three 
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months in 1929. January and February were 
almost identical with the same months last year, 
showing that liquor was once more attainable, 
and that the Police had lost some of their en- 
thusiasm. March was just the opposite, for 
there was another drop, and this drop was 
directly attributable to Prohibition. The Po- 
lice were once more militant, and the passage 
of the Jones’ law has caused many bootleggers 
to run to cover. A graph of our monthly figures 
would resemble the chart of a fluctuating fever, 
and any prediction at the present time would 
be mere guess work. 

In spite of our experience, Prohibitionists 
have constantly insisted that drunkenness has 
decreased in this territory, arguing that the in- 
erease at the Washingtonian Home was due to 
the closing of other institutions, and I wish vou 
to have the answer to that. A favorite example 
is that of the Norfolk State Hospital. This 
hospital was a Massachusetts’ experiment lim- 
ited to the care and treatment of alcoholics and 
drug addicts. The Federal government took it 
over in 1918 for shell-shocked veterans, and 
when the State reclaimed it, put it to other 
uses. Norfolk had approxim’ately 1100 yearly 
admissions, the Washingtonian Home 1000. This 
made a total of 2100 for the two institutions, 
so that when our figures reached 1300, and 
Norfolk was closed, there was a direct gain 
claimed of 800 for prohibition. Absolutely no 
allowance was made for the difference in social 
status between the inmates of the two places, 
the Washingtonian Home seldom having paup- 
ers, while Norfolk had no monetary require- 
ments for admission. It may have been as- 
sumed that anyone too poor to pay us, was too 
impoverished to deal with bootleggers, but such 
an assumption is readily disproved by the rec- 
ords of the Boston City Hospital. Previous to 
prohibition, and with Norfolk open, their al- 
ecoholic cases had averaged about 500 yearly. 
Following prohibition and the closing of Nor- 
folk they were 2000. : 

I shall not take the time to more than say 
that similar allegations regarding Keeley and 
Neale Cures can be answered quite as definitely. 

Leaving figures, I will speak about the al- 
coholic himself, showing how the type has 
changed in recent years. Our patients are and 
always have been drunkards, and a reasonable 
definition of a drunkard is one who drinks in 


the morning. A man may be quite a regular 
evening drinker, and yet if he is able to eat 
breakfast and lunch without needing a pre- 
liminary drink, he is rarely found among those 
who require institutional care. He may be 
headed towards full membership in the drunk- 
ard class, but until a morning pick-up is essen- 
tial, he remains upon probation. This is an 
argument favoring the beer cause, for who ever 
heard of a person drinking a giass of beer be- 
fore breakfast ? 

Previous to Prohibition the majority of our 
inmates had at least had a high school educa- 
tion and were capable of filling positions of 
some responsibility. They were salaried men 
rather than wage earners, and were usuaily of 
the periodic type. Conviviality was the basic 
cause of these outbreaks, and cheerful and re- 
spectable surroundings were quite necessary. 
The speakeasy and pocket flask had little appeal, 
so that by our records Prohibition has proved a 
benefit to them. 

Nowadays the majority is composed of the 
laboring man and the trades. Men who for- 
merly were beer drinkers. Beer is not freely 
attainable around Boston, and the man who was 
accustomed to his pint at meal times misses it. 
He abstains for a period, then when the crav- 
ing becomes intense, resorts to substitutes, and 
of the poorest and cheapest kind. He cannot 
handle these as well as he could whiskey for- 
merly, for then it meant a wild Saturday night, 
a gloomy Sunday and a difficult time on the job 
Monday, while now it leads to a continuous 
spree, loss of the job. and detention somewhere 
where abstinence is compulsory. As these men 
lead almost a hand to mouth existence, the loss 
of work is tragedy, so that their worries as they 
regain normalcy are piteous. The gain to the 
salaried man has been offset by the laboring 
man’s loss, and in the light of this experience 
there is basis for the belief that had beer re- 
mained obtainable, there would have been no 
such gain in our admissions. Whiskey and its 
substitutes would have been sold, but would 
there have been such a great demand for them? 

It is readily perceived that I am not an 
ardent Prohibitionist, but it is doubtful if any 
person having a like experience could enthusi- 
astically endorse it. Admitted that only the 
bad side is presented, still it is these men whom 
the law was presumably to benefit. 


MISCELLANY 


A CIRCULAR LETTER TO THE DARTMOUTH 
MEDICAL ALUMNI 


Dartmouth Medical School 
Hanover, N. H. 


April 15, 1920. 
To the Dartmouth Medical Alumni: 
To those associated with Dartmouth Medical 
School and, particularly, to the group of men whose 


entire medical training was received in Hanover, 
there must come at times a recollection of the indi- 
viduals associated with the early days of the school 
and a respect for the sacrifices which they made to 
meet their difficulties. In this connection, the year 
1929 stands on the calendar of the School as the one 
hundredth anniversary of the death of its founder, Dr. 
Nathan Smith. Since there will be a memorial ex- 
ercise at our reunion this coming June, it has been 
proposed that at that time a tablet to commemorate 
his achievement be placed in the lecture room of the 


Old Medical Building, the very building which he 
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erected—-now the oldest building on the campus. 
Dr. Harvey Cushing of Harvard Medical School has 
consented to give the address on this occasion. The 
tablet will be of bronze, two by three feet in dimen- 
sion, and will bear a bas-relief of Dr. Nathan Smith 
modeled by Dr. C. C. Stewart of the Physiology De- 
partment. To meet the cost of this tablet it will be 
necessary to raise the sum of $300. It is requested 
that you send any contribution that you care to 
make to R. C. Syvertsen, Secretary, Dartmouth 
Medical School, Hanover, New Hampshire. 

The officers of the Alumni Association are mak- 
ing an effort to enroll a large attendance at this 
reunion and it is to be hoped that their efforts 
will be rewarded. Headquarters will be in Crosby 
Hall, and the banquet. will be held in the Commons 
on the night of Monday, June 17. 

In response to the many inquiries of individual 
alumni concerning the present status of the School, 
we will ‘take this opportunity to offer a brief state- 
- ment concerning our situation. The School, since 
1924, has continued to give the first two years of 
the medical curriculum. From a steadily increasing 
number of applicants, twenty to twenty-two men 
are selected for each first-year class, which, be- 
cause of. the numbers, is practically restricted to 
undergraduates of Dartmouth College. These men, 
entering the School as seniors in thé academic de- 
partment, are candidates for the bachelor’s degree 
at the end of their first year of medicine. At the 
end of the second year they are transferred to vari- 
ous schools over the country for the completion of 
their course. 

' A frequent suggestion resulting from the wide- 
spread discussion of. the rural medical problem is 
the advisability of re-establishing smaller and more 
widely scattered medical schools for the development 
of rural medical centers and the added interest and 
efficiency that they would contribute to rural medi- 
cal practice. Whatever rdédle Dartmouth Medical 
School may.be able to fill in such a plan is for the 
future to decide. Any policy of re-establishment of 
the last two years will be approved by the Trustees 
when demonstrated as an effective method of meet- 
ing the medical needs of the countryside, rather 
than as the expression of any desire on the part 
of the College toward university development. The 
present two-year School, a member of the Associa- 
tion of American Medical Colleges and standing as 
Class A in the rating of the American Medical As- 
sociation, is steadily developing enlarged personnel 
and equipment. The additional expense of restor- 
ing clinical teaching would not be great. Carry- 
ing already the full complement of full time teach- 
ers and laboratory equipment of a four-year course, 
the addition of the two clinical teaching years 


would much less than double the present operating 
budget. 

The addition of the clinical years rests, obviously, 
on the sufficiency of facilities for the handling of 
clinical material. The Mary Hitchcock Memorial 
Hospital, at present the only hospital in the state 
on the American Medical Association Approved List 
for Internships, has gradually expanded to its pres- 
ent capacity of 130 beds. This has already be- 
come inadequate to meet the demands placed upon 
it. Plans are now developed for an addition of 50 
beds, a new operating suite, laboratories, an addi- 
tion to the nurses’ home, and enlargement of serv- 
ice facilities. This necessary program calls for a 
financial outlay of about four hundred thousand 
dollars. It is questionable whether such a sum 
can be raised in this countryside. With the help 
of various medical and social foundations, the plan 
would be possible. Serving as the clinical basis for 
a four-year medical course, it is hoped that the 
plan may be presented as a logical request for aid 
from foundations interested in medical education 


and rural medicine. While there has been no desire | 


to force the development of the situation, the wn- 
doubted existence of this steadily increasing medical 
and social need finds the faculty of the Medical 
School willing and eager to serve. 
Very truly yours, 
JOHN P. Bow Len. | 


NEW MILK REQUIREMENT FOR DINING CAR 
SERVICE 


| Following are the terms of a regulation as issued 
February 15, under the United States Quarantine 
law, by the United States Public Health Service. 

“No spoiled or tainted food, whether cooked or un- 
cooked, shall be served in any dining car or dining 
room of vessel, and no milk or milk products shall 
be served unless the milk is Grade A pasteurized as 
defined in the United States Public Health Service 
Sanitary Milk Code, or Grade A boiled, except that 
Certified Milk as defined in the standards adopted by 
the American Association of Medical Milk Commis- 
sions may be served in addition if the carrier elects.” 

The above means, in effect, that all milk as served 
hereafter on dining cars and vessels will be pasteur- 
ized.— Bulletin N. H. State Board of Health. 


NEWS ITEMS 


Dr. P. B. Stevens, Alstead, has been dropped from 
membership. 

Dr. Jules Alexander Brien, New Hampshire State 
Hospital, Concord, has joined the New Hampeaire 


Medical Society. 
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CASE 15181 
CHRONIC PAINLESS JAUNDICE 
SurGicAL DEPARTMENT 


An Irish-American forty-six years old, an in- 
spector in the fire department, entered J yaa 
8 complaining of jaundice. | 

A year before admission he began to have 
colicky pain in the lower abdomen, worse at 
night, intermittent and quite severe, relieved 
somewhat by plasters. He had anorexia and 
mild nausea. Two weeks later, an hour and a 
half after going to work, he felt nauseated and 
vomited some greenish bile stained material. 
He was in a state of collapse. He went to a hos- 
pital, where he was told that a blood test raised 
a suspicion of syphilis. A second test was nega- 
tive. His skin was yellow. The following day 
ne went to a specialist. Gastro-intestinal X-rays 
were made and he was put on a diet of milk and 
cream with powders for six weeks. During that 
time his weight fell from 169 to 149 pounds. 
During the period of treatment he had no symp- 
toms except jaundice and itching of the skin. 
‘The following March he had an attack of sharp 
colicky pain after every meal. He went to an- 
other hospital, where operation was done March 
28. After it he was told that he would live 
only six weeks. He was privately informed how- 
ever that even after the operation they were 
not sure of the diagnosis. Kahn and Wasser- 
mann tests were both positive. A Graham test 
showed no filling of the gall bladder. He was 
discharged April 14 weighing 143 pounds. He 
was told he might eat anything and should re- 
turn for X-ray therapy. On April 17 he came 
to the X-ray clinic, but was advised to wait 
for two weeks because treatment at that time 
might stir up complications. He did not return. 
He continued to work, although not so hard as 
previously. His appetite was good and he ate 


everything. His stools were clay colored at| 
His urine was very dark. The jaundice | 


times. 
persisted. The itching of the skin stopped. 
Three weeks before admission he had an attack 
_of indigestion, with gas and distention. A physi- 
cian found fatty stools and told him some of 
his food was going through undigested. Since 
that time he had eaten less and had felt re- 
lieved. At this time he noticed that his feet 
were slightly puffy. For two weeks before ad- 


took a moderate amount of alcohol. 


mission he had had a mild cold with unproduc- 
tive cough. At admission he had persisting 
jaundice, slight loss of strength, steady weight, 
some mental depression and lack of energy. His 
abdomen was somewhat distended. There was 
a questionable hernia in the wound. His urine 
was dark colored. He occasionally urinated 
once at night. 

His past history was negative except for left 
inguinal hernia repaired twenty-five years be- 
fore admission at this hospital, and gonorrhea 
and soft chancre twenty-three years before ad- 
mission treated by a syphilologist of this hos- 
pital. Untii sixteen years before admission he 
He smoked 
a package and a half of cigarettes and two or 
three cigars a day. 

His mother died of shock. 

Clinical examination showed a very much 
wasted man. Skin dry, loose, scaly; moderate 
icterus. Teeth carious. Apex impulse of the 
heart not seen or felt. Sounds very faint, dis- 
tant and of poor quality. Rhythm regular. 
Pulses and arteries normal. Blood pressure 
90/40. Right upper chest dull, with bronchial 
breathing. Breath sounds loud and exaggerated 
throughout. No rales heard. The abdomen 
showed the scars of the previous operations, 
with a bulge of postoperative hernia in the right 
rectus scar. A hard irregular mass the size of 
a grapefruit in the epigastrium. A nodule the 
size of a marble in the skin above the umbilicus. 
Below the right costal margin two finger- 
breadths from this mass was a smooth, dull, 
movable mass the size of an orange extending 
down to the right lower quadrant. Rectal ex- 
amination showed hemorrhoids, no masses. 
There was marked pitting edema of the ankles 
and feet. 

Before operation urine normal; blood not 
recorded ; icteric index 50 to 75; van den Bergh 
test 16.12 milligrams of bilirubin per 100 cubic 
centimeters of blood; clotting time 14 to 19 
minutes. 

Before operation temperature 98° to 101.3°, 
pulse 80 to 110, respirations normal. 

January 14 operation was done. Two days 
later the patient was in poor condition, had 
difficult and increasing respiration and was run- 
ning an irregular low grade temperature. Both 
bases were filled with coarse bubbling rales. He 
was very deeply jaundiced. He continued in 
the same condition and on January 18 died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


I am supposing that his jaundice ended after 
the six-weeks period. 

I think if I were as uncertain as to diagnosis 
as they seem to have been in that first hospital 
I should say nothing about the prognosis. There 


| 
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is nothing that patients remember so vividly as 


having been told they are going to die in a few 


weeks and then getting better. 

_ X-ray therapy ordinarily means malignant 
disease, of which we are not informed. I do not 
know how long he has had jaundice. 

Dr. Tracy B. Mauuory: He had it the whole 
time. 

Dr. Casot: Practically a year. That is very 
important. Chronic painless jaundice then is 
what we know, and it is all we know, up to the 
physical examination. Of course a year’s jaun- 
dice is a pretty rare thing. We do not expect 
jaundice lasting a year from any of the com- 
mon causes except malignant disease, and we 
do not expect it to last so long if it is malignant 
disease. So it is a particularly intriguing type 
of jaundice. 


NOTES ON THE PHYSICAL EXAMINATION 


‘‘Very much wasted.’’ So that he probably 
had lost more weight than he thought. 

This is a very queer kind of chest. It is not 
the chest of tuberculosis, for there would be 
rales. It would do perfectly well for pneumonia, 
but the history does not suggest that or any 
other cause of solidification, such as malignant 
disease. 

DIFFERENTIAL DIAGNOSIS 


He died of malignant disease, I should say, 
without any possible doubt. The only question 
is, where is it? We have not had an X-ray of 
his stomach. He has had a good many stomach 
symptoms. It might perfectly well have been 
there, although it must, of course, have been 
outside as well in order to produce jaundice. 
It might have been in the head of the pancreas. 
Those are the two common places, although it 
might have been in the gall bladder or bile 
ducts. I suspect if there are two tumors one 
was the distended gall bladder. We have noth- 
ing to prove cancer in the liver, although it may 
well be there. These signs in the lung sug- 
gest that there may be metastatic malignant dis- 
ease there, although if it was as extensive as 
this it seems as if there would be other evi- 
dence of malignant disease. 

A Stupent: What would you say about the 
gland ? 

Dr. Casort: That nodule by the navel? I 
suppose it is the same thing. I should think 
that his gastric symptoms might be due either 
to the jaundice and the pancreatic trouble or 
to trouble in the stomach itself. In the absence 
of any X-ray of the stomach or further studies 
I do not see how we can tell. My guess would 
be that it is outside rather than inside the stom- 
ach 


A StupENt: Why did he have edema of the 
feet ? 

Dr. Casor: I suppose from pressure due to 
mesenteric metastases in glands where they 
might interfere with venous return. 


A Stupent: Do you think there is metastasis 
to the lung? 

Dr. Casot: I think that is quite possible. I 
do not know how else to explain the signs given. 

A StupEent: Cirrhosis of the liver? 

Dr. Casot: Cirrhosis of the liver so far as 
I know does not produce such intense jaundice 
and does not produce a tumor such as is here de- 
scribed. I think we can rule it out. 

A Stupent: Have we had a red count? 

Dr. Casot: Apparently not. 

A Stupent: Would that extensive jaundice 
give the positive Wassermann ? 

Dr. Casot: Yes. That is, we should pay no 
attention to a Wassermann im the presence of 
such jaundice. 

A Stupent: Was there aay guaiac in the 
stools ? 

Dr. Casor: No. 

A StupEent: How often does cancer of the 
stomach near the pylorus go directly into the 
pancreas ? 

Dr. Casot: I do not remember its going di- 
rect to the pancreas. I will commit myself and 
ask Dr. Mallory. © 

Dr. Mautory: I think it does sometimes. I 
happened to see a report of such a case to-day. 


FIRST OPERATION, MARCH 28, NINE MONTHS 
BEFORE SECOND ADMISSION. 


High right rectus muscle splitting incision. 
Exploration showed a very large and dilated 
gall bladder and dilated ducts fully an inch and 
a half in diameter, with a very hard head of 
the pancreas and enlarged lymph nodes in this 
area. There was no stone. It was decided that 
cholecystenterostomy would be of no _ benefit. 
The wound was closed without drainage. 


PRE-OPERATIVE DIAGNOSIS JANUARY 14 


Carcinoma of the pancreas. 


SECOND OPERATION 


Under local novocain a right rectus incision 
was made. A very large gall bladder presented, 
about seven inches long and four inches in 
diameter. This was seen to contain clear fluid. 
There was a hard mass in the region of the head 
of the pancreas with glands extending upward 
in the region of the common duct. The body 
of the pancreas felt cystic, as if the duct were 
dilated. The pylorie end of the stomach was 
negative. On aspiration the fluid was found to 
be slightly bile-tinged. On this account it was 
thought that the cystic duct was plugged and 
that the condition of the gall bladder was hy- 


drops. A cholecystgastrostomy was therefore 
not done. The perforation in the gall bladder 


was closed with two purse string sutures. The 
wound was closed without drainage. — 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Carcinoma of the pancreas. 
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DR. RICHARD C. CABOT’S DIAGNOSIS 


_ Cancer of the pancreas with metastases in the 
lung and the mesenteric glands. 
Distended gall bladder. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Carcinoma of the pancreas with liver and 
retroperitoneal metastases. | 


2. Secondary or terminal lesions. 


Acute caseous pneumonia. 
Generalized miliary tuberculosis. 


Dr. Tracy B. Mauwory: I think the most in- 
teresting feature of this case is that a man show- 
ing as extensive pathology as we found could 
have been in such relatively good physical con- 
dition that the medical and surgical men who 
saw him felt that it was worth while to attempt 
a cholecystenterostomy to relieve his jaundice. 
That of course was the only possible operation 
that would have been of benefit to him. Up to 
the time of entry to the hospital he did not 
seem in any immediate danger of death. He 
had, however, a large carcinoma of the pancreas 
with immense metastases to the liver, the latter 
weighing 3000 grams, approximately double nor- 
mal. He had also one entire lobe of his lung, the 
right upper, completely solid with acute caseous 
pneumonia, and a generalized miliary tubercu- 
losis. 

A Stupent: Was the mass in the pancreas 
what was felt in the epigastrium ? 

Dr. Mautuory: Yes, I imagine so. 

A Stupent: Are you able to palpate the head 
of the pancreas? 

Dr. Mauuory: It is not commonly palpated 
unless considerably enlarged 

A Stupent: Is it more common to palpate 
carcinoma of the stomach ? 

Dr. Yes. 


Dr. Casot: This process in the lung was all 
tuberculosis ? 

Dr. Mauuory: Yes. 

A Stupent: What was the cloudy fluid in 


the gall bladder ? 

Dr. Mauuory: The reason that a cholecyst- 
enterostomy was not done was because the fluid 
in the gall bladder was colorless, and they pre- 
sumed from that that the cystic duct was closed 
off and they would not be able to drain the liver 
through the gall bladder. 


CASE 15182 
A MACULAR RASH WITH SLIGHT 
ADENOPATHY 
DERMATOLOGICAL DEPARTMENT 

A colored chauffeur fifty-four years old came 
to the Skin Clinie of the Out-Patient Depart- 
ment November 30. 

Six weeks before the visit an itching skin le- 
sion the size of a ten-cent piece appeared on 
his right ealf. It gradually increased in size. 


Next a similar lesion appeared on the flexor sur- 
face of his. left forearm. At the time of the 
visit lesions were scattered over his body. The 
itching was mostly at night. For the past three 
nights he had had no sleep. For the past two 
days he had had slight headache. 

A tentative diagnosis was made, and he was 
referred to the South Medical (Syphilis) De- 
partment. There he gave a history of gonor- 
rhea thirty-five years previously; no exposure 
to venereal disease since his marriage thirty- 
three years ago. Examination showed, in addi- 
tion to a macular rash on the body and arms, 
marked leukoplakia on the dorsum of the tongue 
and on the left cheek near the corner of the 
mouth. There was a small silver spot on the 
left border of the tongue which suggested late 
lues. There were enlarged inguinal, bilateral 
epitrochlear, axillary and posterior cervical 
glands. The heart was negative. The liver and 
spleen were not felt. The pupils reacted to 
light and accommodation. The knee-jerks were 
normal. Wassermann and Hinton tests were 
negative. 

At a visit to the Skin Department a week 
later the lesions were found to be fading. The 
itching was less marked. He had been using 
K-Y jelly* for the itching with relief. 


DIscUSsION 
BY HENRY W. N. BENNETT, M.D. 


This case is presented because pityriasis rosea 
is so frequently mistaken for syphilis, with all 
the unfortunate sequence that such an error en- 
tails. In a typical case there is absolutely no 
excuse for confusing the two if one is familiar 
with the disease. In the papular and atypical 
varieties it is sometimes a challenge to the diag- 
nostic resources of even the experienced. Too 
much reliance cannot be placed on the Wasser- 
mann reaction, for occasional though infrequent 
false positives occur in this condition. Neither 
can the therapeutic test be relied upon, since 
pityriasis is a self-limited disease; consequently 
the disappearance of the rash after treatment 
is instituted has no significance whatever as to 
its etiology. 

In syphilis the primary lesion is followed by 
the secondary eruption on the average in two or 
three weeks. In pityriasis the primitive patch 
or plaque or so-called herald spot, usually near 
the waist, is followed by its eruption, macular, 
circinate or papular, in a few days or a week, 
generally but by no means always confined to. 
the trunk and thighs or upper arms. The con- 
stitutional symptoms are slight. There is slight 
malaise. Temperatures of 100° to 102° are re- 
ported, but are not common. A certain amount 
of glandular involvement, usually of the sub- 
maxillary nodes, is sometimes present. 

Pityriasis rosea usually runs its course in 
from two to eight weeks, but on occasion may 


*Used for lubricating catheters, rectal tubes, etc., and also 
in certain skin conditions. 
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persist three, four, or even six months. Itching 
is usually absent, as in syphilis, but if present 
is usually worse at night or when the patient 
perspires. When occurring in patients who have 
had. syphilis it is often mistaken for a Wasser- 
mann-negative relapse. 

The herald spot is usually an oval or ring- 
shaped patch with a slightly raised pink border, 
which on close examination will show faint 
seales, The center is fawn colored and also 
sealy. The main eruption comes out more or 
less rapidly during the next week or ten days, 
usually on the upper part of the body or neck, 
extending downward over the trunk and thighs, 
the forearms, legs and face usually being spared. 
The lesions increase in size by peripheral ex- 
tension, and may reach the size of a fifty-cent 
piece. They are usually oval, with the long 
axis along the lines of cleavage of the skin. 
The border is slightly elevated, pinkish, with 


fine 


The center is fawn colored. The 
t| diameter varies from 5 to 5 centimeters. The 
lesions may increase in size, sometimes coalescing 
into gyrate forms. | 

The cause is unknown. 

Treatment. The disease will disappear spon- 
taneously, and often is not greatly modified by 
treatment. If it appears on the face or neck 
or is otherwise objectionable, ultraviolet light is 


advisable. One of the following prescriptions 
may be used: 
(1) Beta-naphthol (or sulphuris 
praecip. ) gr. xl 
Adipis benzoat. oz. 
(2) Acidi phenici dr. i 
Glycerini fl.oz. i 
Ext. hamamelidis fl. oz. 
Aquae ad fl. oz. viii 
DIAGNOSIS 


- Pityriasis rosea. 


COMPARATIVE TABLE OF SYMPTOMS 


Distribution of lesions. 
Face Rare. Frequent. 
Forearms, legs Possible. 
Plantar bd Prequent. 
Palmar 
Mucous membranes Nonee 
Condylomatous 
Genital 
Prodromal desion. Herald spot frequent. No herald spot. 
Character of lesions. : 
Annular Prequent in mixed type. Rare except inn es. 
Lesions all of one type 
; as a rule. 
Induration None, Definite, deep, shotty. 
Color Fawn colored cigarette Reddish or pink, 


Axial tendency 


Adenopathy Submaxillary but not general. 
e 
Pityriasis rosea, macular 
Distribstion of lesions. 
Palmar None, 
Plantar ® 
Trunk and upper arms Generally present. 
Prodromal lesion. Herald spot frequent. 
Character of lesions. 
Vesicular Pseudovesicular (rare). 
Confluent Some confluent. Retiform forma- 
One 
Crinkled Cigarette paper. 
Color Fawn color over pink. 
Axial tendency Long axis parallel with lines 
of cleavase of okin,. 
Qther symptoms. 
Conetitution=1 symptoms}] lone, 
Adenopat hy Submaxillary. 


paper 

crinkled centers, pink borders. 

Long axis of lesion parallel with 
lines of cleavage of okin,. 


No axial arrangement. 


General frequently. 


Palmar papules. 
Plantar papules. 
Wot so limited. 
No herald spot. 


None. 
Macules and papules remain 


discrete. 

Slight atrophic bad 
but it follows the lesion. 
nk 


Axial tendency slight or 
absent. 


Slight fever, sore throat, etc. 


Often general adenopathy. 


| 
Qthez symptoms. 
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THE DEFEAT OF THE BILL TO 
REGISTER CHIROPRACTORS 


THE Massachusetts Senate has done much to 
restore the faith of the medical profession in 
representative democracy. 

On April 24 by the decisive vote of 18 to 12 
in addition to four members paired the twice 
redrafted bill to grant special privileges to 
Chiropractors was defeated 

Despite the fact that two committees had en- 
deavored to remodel the bill in order to make it 
less obnoxious by removing some of the worst 
special privileges proposed in the first draft, 
most of the Senators kept clearly in mind the 
fact that the essential issue was whether the 
public should be protected by maintaining an 
adequate standard of fitness for all who would 
treat the sick. 

The result is due primarily to the able pub- 
lie spirited and united efforts of the medical 
profession to inform the public. Acting under 


the able leadership of Dr. Birnie and Dr. War- 
ren of the Joint Committee on Legislation of the 
Massachusetts Medical Society, and the Massa- 
chusetts Homeopathic Medical Society an honor- 
able, dignified and effective campaign was con- 


ducted. The Osteopathic Society co-dperated. 
The response of such lay organizations as the 
Boston Health League and the Massachusetts 
Tuberculosis League, Inc., among others, was 
most gratifying. 

Much is due to the press. Editorial com- 
ments in the Boston Transcript, the Boston 
Herald, the Waltham News-Tribune, the Read- 
ing Chronicle may be mentioned. Most impor- 
tant, however, was the article appearing in the 


_| Boston Herald of Sunday April 7. In this the 


efforts of ‘‘an insidious and far-reaching lobby 
of such a nature as to cause suspicion’’ were 
brought into the open attention of the public. 
After the publication of that article, the lobby 
acted less brazenly, until during the debate upon 
the bill an obnoxious lobbyist was threatened 
with removal from the Senate Chamber. It is 
noteworthy that not one word of protest against 
the justice of this scathing criticism has been 
heard by the paper publishing it. 

Thus for at least another year, Massachusetts 
maintains her single standard for medical prac- 
tice. There is every reason to hope that her 
standard will never be lowered. Physicians ask 
simply that all who treat the sick may prove 
their fitness. They seek in no way to limit or 
dictate treatment. They realize their own falli- 
bility, but regard that as showing the need of 
better rather than poorer practitioners of the 
healing art. They hope that those in charge of 
medical education will realize that enduring 
cults are to be attributed to faults of omission 
or of commission of regular medical practice. 
They expect that these faults will be corrected. 

The Medical Profession rejoices that the 
Legislature has seen clearly the need and the 
righteousness of adequate medical standards, and 
that special privileges have not been granted to 
a cult which if we may judge by the decline 
- the number of students enrolled will not en- 

ure. 

Our readers may be interested in the vote 
recorded in the Senate on the bill to grant spe- 
cial favors to Chiropractors. 

Those voting for the bill were Senators Dag- 
gett of Somerville, Faulkner of Pittsfield, Haley 
of Rowley, Kidder of Cambridge, Nicholson of 
Wareham, Tarbell of East Brookfield, Elder of 
Amherst, Goodwin of Melrose Highlands, Hur- 
ley of Holyoke, Nelson of Worcester, Perham 
of Chelmsford and Torrey of Beverly. Paired 
for the bill were Senators Cotton of Lexington 
and Moyse of Waltham. 3 

Those voting aganist the bill were Senators 
Bigney of South Boston, John F. Buckley of 
Dorchester, John P. Buckley of Charlestown, 
Conroy of Fall River, Davis of Haverhill, Fish 
of Brookline, Hale of Springfield, Hollis of New- 
ton, Moran of Mansfield, Mulhern of Dorchester, 
Osborne of Lynn, Parkman of Boston, Ripley 
of Hingham, Sowle of New Bedford, C. C. War- 
ren of Arlington, J. E. Warren of Lawrence, 
Worrell of Athol and Wragg of Needham. 
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Paired against the bill were Senators Keith of 
Brockton and Ward of Boston. 

Taking an active part in the debate in favor 
of the bill were Senators George H. Nelson of 
Worcester, Walter Perham of Chelmsford, Clar- 
ence P. Kidder of Cambridge, Donald W. Nichol- 
son of Wareham, Cornelius F. Haley of Rowley, 
Charles W. Faulkner of Pittsfield and Warren 
E. Tarbell of East Brookfield. 

Those who spoke against the bill and in favor 
of the single standard included Senators Erland 
_F. Fish of Brookline, John F. Buckley of Dor- 
chester, Robert E. Bigney of South Boston, C. 
Wesley Hale of Springfield and J. Bradford 
Davis of Haverhill. 

Senator Joseph R. Cotton of Lexington two 
years ago was very active in support of the 
_ chiropractors and has been a leader in their be- 
half this year also. 


THE GRADUATE COURSE IN CANCER 


OnE of the most interesting and valuable pub- 
lic health activities of this section in recent times 
found expression last week in the Graduate 
Cancer Course conducted in Boston by the Mas- 
sachusetts Medical Society with the assistance of 
the Massachusetts Department of Public Health 
and the American Society for the Control of 
Cancer. It will be recalled that this organized 
campaign against cancer in this state was in- 
agurated by the Massachusetts Legislature, in 
other words the people of the State challenged 
the medical profession to engage in the study of 
a more efficient contest with this serious menace 
to the human race. We have here many eminent 
scientists who have been for years studying can- 
cer more especially with the purpose of applying 
therapeutic resources in dealing with the dis- 
ease as it came to their attention and when 
the Commonwealth provided money and a hospi- 
tal, physicians enthusiastically entered upon an 
intensive effort under the leadership of Dr. 
George H. Bigelow, Commissioner of Health to 
develop and study the practical approach to 
the problem. To this end committees and clinics 
were created who have been hard at work and 
much has been accomplished. 

It became evident that further progress de- 
pends in large measure in enlisting all who in 
any way are brought in contact with the dis- 
ease in extending the benefits of medicine to 
its victims. In order to secure the great- 
est possible co-dperation’ the Graduate Course 
in Cancer was planned and all who are 
interested were invited to enroll. We venture 
to assert that no such intensive post-graduate 
study has ever been devoted to a specific disease 
in the history of this State and has only one 
other equally broad organized course of study 
been conducted in the United States. This last 


refers to that in Pennsylvania a short time ago. 


The registration of about five hundred doctors 
demonstrates the interest of the profession in an 


important public service. Nearly all the hospi- 
tals in Boston and the Forsyth Dental Infirmary 
conducted exercises presided over by experts in 
these various fields, where the varieties of can- 
cer were exhibited and the treatments demon- 
strated. 

The banquet at the Hotel Somerset drew an 
attendance which filled the banquet room and 
was an inspiring occasion for the reports of 
clinies, the work at the Pondville Hospital and 
statistics of work done in Massachusetts which 
show that the percentage of cases of cancer are 
large made a deep impression on those present. 

The presence of the Governor added ‘to the in- 

terest of the occasion and after explaining some 
of the financial problems of State Government 
he gave his cordial endorsement of the work be- 
ing done and assured the audience that the 
Commonwealth is dedicated to the problem of 
meeting the social and health problems of its 
people. 
The Suffolk District Medical Society devoted 
one evening to the cancer and listened to an ad- 
dress by Dr. Henry K. Pancoast of Philadelphia 
on the subject of Radiation in Cancer. 

At the Boston City Club luncheon meeting 
the Canti film was exhibited which shows, at 
first under low power, later under a high degree 
of magnification, the actual processes of growth 
and reproduction in living cells cultivated from 
the periosteum of the fowl embryo, and in con- 
trast, the cell activities in tissue from a rat 
sarcoma. The normal cells appear in various 
forms, sometimes in the process of mitosis, al- 
ways in what is apparently their usual state 
of intense activity. As the cells from the Jen- 
sen rat sarcoma are thrown on the screen, the 
points of differentiation of these and the nor- 
mal cells are seen to be few, but they are 
nevertheless distinct. The cytoplasm is more 
granular and these cells have long finger-like 
projections which, as is quite evident in their 
behavior, have a definitely phagocytic function. 

Toward the end of the film the action of 
irradiation is brought out. Within twenty min- 
utes after the application of radium emanation 
all motion among the cells has ceased. This 
happens alike with the normal cells and with 
the sarcoma cells, but in the latter the destruc- 
tion appears to be more complete. This observa- 
tion has been interpreted as lending support to 
the theory that radium has a selective action 
with relation to the cells of a malignant tumor. 

Although the subject of cancer was covered 
by the clinics and discourses the absence of Dr. 
Bloodgood because of illness was a disappoint- 
ment. 

Those who were not able to attend the exer- 
cises missed an opportunity to extend their 
knowledge of cancer and also the spirit of the 
meetings which found expression in the hope 


that henceforth no doctor will delay the applica- - 


tion of the most efficient therapeutic resources 
immediately upon noting the presence of the 
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- disease for it was emphasized that nearly all 
incurable cancers are neglected cases, the result 
of indifference, procrastination or ignorance. 


ANOTHER OUTBREAK OF SMALL POX 


SMALL Pox is playing true to form. It strikes 
the unprotected. It is prevalent in England 
because the antivaccinationists have created 
sentiments adverse to vaccination. A small epi- 
demic is in progress in Middleboro, Massachu- 
setts. Nearly a hundred cases were reported in 
the morning papers of April 30. When the final 
investigations shall have been made the cases will 
almost universally be found to be among those 
unprotected by effective vaccination. 

The epidemic will be controlled promptly be- 
cause the health authorities will apply the 
proper corrective measures. Some people will 
wonder why human beings have to suffer with 
this loathsome disease when the prevention is 
almost absolutely sure, inexpensive, and free 
from danger. One reason is that antivaccination 
propaganda builds indifference if nothing more 
in the minds of those unable to apply logic based 
on facts. 


Massachusetts has done well as compared with 
many other states because the public school chil- 
dren have been generally immunized to small 
pox; but there are many unva ted people 
in the State ready to develop the disease on 
exposure. We would be far better off if the 
private school pupils were brought under the 
same regulation as that required for attendance 
in public schools, thereby increasing the num- 
ber of persons immune to the disease. 

Several groups combine to prevent the gen- 
eral adoption of vaccination based on opposition 
to medical treatment or on an objection to the 
invasion of personal liberty. Eventually ignor- 
ance and superstition will be overcome and ob- 
jectors will not be permitted to maintain indif- 
ference to community welfare. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Laney, FranK H. M.D. Harvard 1904. 
F.A.C.S. Surgeon, New England Deaconess 
Hospital and New England Baptist Hospital. 
Director of Surgery, Lahey Clinic. His subject 
is: ‘‘Deductions from 6700 Goiter Operations. ’’ 
Page 909. Address: 605 Commonwealth Ave., 
Boston. 


PaLrrey, Francis W. A.B., M.D. Harvard 
1902. Visiting Physician, Boston City Hospi- 
tal. Instructor in Medicine and in Hygiene, 
Harvard University. His subject is: ‘‘The 
Cause of the First Heart Sound.’’ Page 917. 
Address: 311 Beacon St., Boston. 


Rock, JoHn. S.B., M.D. Harvard 1918. As- 
sistant in Obstetrics and Gynecology, Harvard 
Medical School. Obstetrician to Out-Patients, 
Boston Lying-In Hospital. Surgeon to Out-Pa- 
tients, Free Hospital for Women, Brookline. 
His subject is: ‘‘Progress in Obstetries.’’ Page 
919. Address: 198 Commonwealth Ave., Bos- 
ton. 


Crow, Frep EvitswortH. M.D. Harvard 1904. 
Medical Officer, Huggins Hospital. Member 
State Board of Registration in Medicine. Trus- 
tee, New -Hampshire State Sanatorium for 
Tuberculosis. His subject is: ‘‘The Duty of 
the County Medical Society to Small Communi- 
ties in the Matter of Medical Service.’’ Page 
928. Address: Brown House, Wolfeboro, New 
Hampshire. 


Lorp, Freperic P. A.B., M.D. Dartmouth 
1903. Formerly, Instructor of Anatomy in Col- 
lege of Medicine at State University of Towa 
and School Physician for three years in Schools 
of Hanover, New Hampshire. Now, Professor 
of Anatomy at Dartmouth Medical School. 
Secretary, Grafton County Medical Society. 
His subject is: ‘‘Subjects for Discussion at 
Medical Meetings.’’ Page 929. Address: Han- 
over, New Hampshire. | 


Drury, Forrest J. M.D. Boston University 
School of Medicine, 1912. Ex-President Rock- 
ingham Medical Society. His subject is: ‘‘ Al- 
cohol in the Practice of Medicine.’’ Page 932. 
Address: Londonderry, New Hampshire. 


Howarp, CHarues S.B. Emeritus Profes- 
sor, Harvard. Assistant to Dr. Woleott Gibbs, 
Newport, Rhode Island. Assistant Chemist, 
New Hampshire Experimental Station. Asso- 
ciate Chemist, West Virginia University Station. 
Chemist and Sanitarian, Chief, Division of 
Chemistry, New Hampshire Board of Health 
since 1905. Member, Federal Joint Com- 
mittee on Definitions and Standards. His 
subject is: ‘‘The Status of Alcohol and of Pro- 
hibition Liquor From the Chemist’s Stand- 
point.”” Page 933. Address: Concord, New 
Hampshire. 


Gray, Hven B. M.D. Harvard 1902. Su- 
perintendent of the Washingtonian Home, Bos- 
ton. His subject is: ‘‘The Experience of the 
Washingtonian home.’’ Page 936. Address: 
41 Waltham St., Boston. 


THE BOSTON MEDICAL LIBRARY 
THE OPEN TREATMENT OF FRACTURES 


As knowledge and experience increase, their 
practical application undergoes change. It mat- 
ters little to what subject you direct your at- 
tention, this will be noticed. If these changes 
were to be graphically represented upon a chart 
one would be puzzled to understand it. The 
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same would be true of a chart which undertook 
to represent the fluctuations in the fashions, say 
of dress, manners, etc. The primal objective of 
clothing is apparently at times wholly forgotten 
in the prevailing styles of dress. These oscilla- 
tions of the fashions are dictated by a desire on 
the part of those who set themselves to create a 
market for dress goods, models and all that goes 
to make up the ensemble of feminine and to 
some extent masculine attire. One sometimes 
wonders if fashion in a certain degree does not 
sway our ideas concerning the treatment of dis- 
ease. Some one happens to succeed with a par- 
ticular line of therapy, he gives it publicity and 
if he is in a position of authority that therapy 
becomes the vogue. Then ensue failures and 
disappointments or some one else comes out with 
’ a newer suggestion which gains the ascendancy 
and the other is forgotten, perhaps to be re- 
vived later, perhaps not. Surgical operative 
technique has become so perfected that in the 
treatment of fractures surgeons have become 
emboldened to apply open methods of treat- 
ment more and more widely. It is a method of- 
fering an alluring invitation to bring to the re- 
pair of injuries of this nature a technique ap- 
parently admirably adapted to secure restitutio 
ad integrum. Anyone who is called upon to 
handle these injuries and does so by closed 
methods is always to some extent in the dark as 
to just how closely he is able to approximate 
fragments and overcome deformities, even when 
in a position to appeal to‘the x-ray for aid in 
dispelling these uncertainties. Moreover it not 
infrequently happens that approximation of 
fragments and correction of deformity, which 
may have been well nigh perfect at the time of 
the initial treatment, is not, for some reason, 
maintained. Any form of management that 
could more definitely guarantee one against such 
misfortunes should make a strong bid for adop- 
tion. There are advocates of both methods who 


occupy positions of authority in the surgical 
world and one who purposes to employ the open 
methods of treatment should familiarize him- 
self not only, nor first of all, with the tech- 
nique applicable to the method in various sit- 
uations and: under diverse conditions, but more 
than all should sift the evidence in order that 
he may not fall into the more serious of the 
two errors into which he may be led, viz; that 
_ of employing the open method too generally. 
The technique of bone surgery has many pit- 
falls that must be avoided and unless one’s gen- 
eral surgical experience has provided a good 
background in this respect one should not be 
enticed into the field without a thorough prep- 
aration. Some of the literature bearing on 
these questions will be available in Holmes Hall 
the fortnight beginning May 6. : 


THE DOCTOR’S SADDLE BAG 


IT PAYS TO ADVERTISE 


Famous Major Generals, working out knotty 
problems in the field, reach absent-mindedly for 
a Lucky, scarcely noticing the box of chocolates 
which an attentive orderly has always at hand; 
dauntless mariners, piloting their staunch ships 
into the teeth of the gale hold grimly between 
their own teeth the indispensable Lucky; neck- 
sweatered athletes, forsaking the Harvard cigar, 
smoke only Luckies, for they do not cut the 
wind. The world is reaching for a Lucky in- 
stead of a sweet, and the National Food Prod- 
ucts Protective Committee, ever on the alert in 
defense of the lollipop is trying to show that it 
is over reaching itself. 


A parody (next to a pun) is the lowest form 
of humor and it seems deliberately unkind to 
take liberties with Mother Goose who was, after 
all, only an irresponsible old English-woman who 
used to mumble nonsense to her easily amused 
and not over critical grandchildren—no 
which was set down in print by an irate son-in- 
law whose patience was at an end, just to get 
even with her, and so given to the world for all 
time. It’s a far ery from Mother Goose to the 
trumpet call of the Lucky reachers, but what I 
meant to say was that 


Jack Spratt could eat no fat, 

His wife could eat no candy, 

And so, you see, they found it wise 
To keep the Luckies handy. 


The only objection, so far as I can make out, 
which the National Food Products Protective 
Committee has to the Lucky is that it stands for 
too much ‘smoke without any fire; the Lucky 
Strikers, as I understand it, counters with the re- 
tort that the National Food Products Protective 
Committee wants its fire without any smoke, 
since fats (not Fatimas) burn only in the fire 
of carbohydrates. 

The Lucky Strikers, so far, have a little the 
best of the argument, for they have famous 
major generals, merchant mariners, transoceanic 
fliers, Harvard football players and opera sing- 
ers smoking, and have the National Food Prod- 
ucts Protective Committee so hot under the col- * 
lar that it not only smokes but occasionally 
bursts into flame. In one of its flaming periods 
it pointed out that the ‘‘tainted testimonials of 
the cigarette campaign aim directly at ado- 
lescents and tend to build a vast child market 
for cigarettes’’. We had not thought of it in 
this light, since our own children still prefer 
the bootlegged chocolate peppermint, the in- 
nocuous and parentally tolerated gum drop, and 
the elusive, though Volsteadized rum drop, but 
still it provides food for thought. If, (and if 
they are it would take the meat from our nut- 
shell) if, as I say, the manufacturers of shower 


baths are not the same gentlemen as the manu- 
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facturers of bath tubs, would it not add spice 
to life to have the former accuse the latter 
of fostering a great child addiction to the tub? 
‘‘Twenty million white slaves to the bath tub,’’ 
we might read or have hurled at us over the 
air before we could reach the shut off button, 
*‘have been put into bondage by these prostitu- 
ters of porcelain’ ’— 


A lady well known for her scrawn, 

Awoke from her slumbers at dawn; 

Stepped into her tub 

For her regular scrub, 

Pulled the plug from the tuh-—and was gone! 


Here, in a limerick of uncertain origin, we 
have the argument par: excellence against the 
bath tub; the makers of showers, on. the other 
hand, could strengthen their lines by an alli- 
ance of convenience with the umbrella manufac- 
turers. Competitive advertising has unlimited 
possibilities, examples of which, if space per- 
mitted, might allow an element of humor to be 
injected even into a saddlebag. 


It seems apparent that the Lueky Strike-Na- 
tional Food Products Protective. Committee 
brawl is not primarily due to any inherent or ac- 
quired antipathy on the part of the Committee to 
cigarettes in general. A questionnaire might 
even divulge the fact that some of the com- 
mittee men are themselves devotees of the weed 
in its convenient paper tubes. No; their feelings 
are hurt by the odious suggestion that a Lucky 
be reached for instead of a sweet. If a Tareyton 
be smoked and a caramel munched at the same 
-time—horibile . dictu—that would be all right 
and the game fairly played and there would be 
no need of lining up on the side of justice, Con- 
gress and State Legislatures, the Federal Trade 
and Federal Radio Commission, churches and 
welfare societies and medical and advertising 
opinion, though why the last two should be 
coupled together in the National Food Products 
Protective Committee’s latest broadside, I have 
no idea whatsoever. 

As a matter of fact, have we not sufficient 
reason for other advertising wars? Is it not 
time for the well known Smith Bros., Trade 


and Mark, to start a holy crusade against the}. 


Old Gold Company, which would, by underhand 
methods, abolish the cough entirely?. Alliances, 
too, might be effected ; or perhaps the shoe man- 
ufacturers are already behind the ees walk 
for a Camel. 

Advertising remains one of the pan Ge pro- 
fessions. Our own Boston Herald has recently 
adopted and spread over its pages an ‘‘ Adver- 
tising Indexus Expurgatorius’’, several years 
after the New York Times had done the same— 
and lived up to it. In the Herald one still finds 
Lydia Pinkham’s world known brew, ironized 
veast or money back and all the rest of the 
side show fakirs. Truly; it is to laugh. 


The Massachusetts Medical Society 
SECTION OF OBSTETRICS AND GYNECOLOGY 


Frederick L. Good, M.D., Louis E. Phaneuf, M.D., 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


What Is the Management of Multiple Preg- 
nancy ? 


Multiple pregnancy should be treated as a 
distinctly abnormal condition, carrying with it 


increased maternal danger and a definitely high 


fetal mortality. Twins occur perhaps once in 
eighty or ninety pregnancies, triplets in seven or 
eight thousand. 

Most commonly twins result from simulta- 
neous fertilization of two ova (dichorionic) with 
the development of two placentae. When twins 
have their origin in the fertilization of a single 
ovum (monochorionic or homologus twins) a 
single placenta with a double cord is the rule; 
in this type a third circulation occurs, that be- 
tween the fetuses through the interlocking ves- 
sels of the placenta and the septum is comprised 
of but two layers of amnion, Unioval (identical) 
twins are comparatively rare. 

As the pregnancy advances, fetal development 
is normally equal to arrive at term with the 
average weight of each fetus four and one-half 
to five and one-half pounds. The comparative- 
ly small size of twins at term, together with the 
frequent fact of prematurity, makes for a less 
favorable post-delivery prognosis. Very rarely 
one twin may be expelled early in pregnancy, 
the other to go on to term, or the development 
of one may cease, remaining in utero to become 
a fetus compressus or papyraceous fetus. If 
development of one fetus ceases very early in 
pregnancy it may remain in utero as a sort of 
vascular parasite called an acardiacus. It is 
observed that the percentage of toxic albumin- 
urias in multiple pregnancies is high, represent- 
ing one of the definite maternal dangers. Poly- 
hydramnion is common; in fact the clinical pres- 
ence of a larger amount of water should always 
raise the question of twins. 

The diagnosis of twins is not always easy but 
ordinarily careful palpation during. late preg- 
nancy will disclose the fact. As already indi- 
cated, the presence of excessive fluid is sugges- 
tive; a fundus larger than the duration of preg- 
nancy would ordinarily disclose is also sugges- 
tive. Irregularity in contour always makes one 
suspicious of twins. 

In palpation, careful search is made for two 
cephalic prominences, most commonly one at 
the brim and the other in the fundus. Hear- 
ing the fetal heart at two places with an equal 
intensity in each, (for instance, in the left lower 
and right upper quadrant) is very significant. 
If the rates can be demonstrated to be different, 
counted at the same time, this fact is accepted 
as definitely diagnostic. 
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The x-ray is a positive diagnostic aid and 
should be generally employed in cases of SuS- 
pected twins, to accurately determine position, 
aside from establishing the diagnosis. One of 
its benefits is to obviate a possible cesarian, un- 
dertaken on the assumption of a very large baby 
in the presence of questionable measurements. 

In the management of the labor, certain things 
should be borne in mind; with the exception of 
the accident known as ‘‘interlocking heads’’ la- 
bor usually follows a normal course; the small 
size of the babies makes for reasonably rapid 
progress. The delivery of the first baby should 
be allowed to proceed without interference, as 
long as progress is taking place, using a mini- 
mum of anaesthesia, that the uterus may re- 
cover its contractile power quickly, to bring 
about the second delivery which also should be 
allowed usually to occur spontaneously; if it 
comes down as a breech, traction should not be 
employed except as delay develops. 


If the first baby comes as a breech, a careful 


palpation should be made to accurately deter- 
mine the position of the second baby’s head; 
when it is presenting the danger of interlock- 
ing is to be considered. Should this occur, the 
patient is deeply anaesthetized and an attempt 
is first made to dislodge the second head by 
abdominal manipulation, while the first is de- 
livered by breech extraction. This failing, the 
hand should be introduced into the lower uterus 
in an attempt to disengage the second head. An 
episiotomy should precede the attempt. If de- 
lay results in death of the partly delivered first 
baby, a decapitation will permit of its head be- 
a pushed back sufficiently to deliver the second 
by. 


Questions of a similar nature to the above will 
be discussed in the JouRNAL each week until 
June. They may be addressed to the Clerk of 
the Committee, in care of the JouRNAL_and will 
be answered by members of the Committee of 
the Section of Obstetrics and Gynecology. 


MISCELLANY 


AMERICAN PHARMACEUTICAL MANUFACTUR- 
ERS TO MEET AT OLD POINT COMFORT, VA. 


The Chamberlin-Vanderbilt Hotel at Old Point 
Comfort, Va., has been selected for the annual meet- 
ing of the American Pharmaceutical Manufacturers’ 
Association to be held June 3-6. 

The meeting this year will take on an interna- 
tional aspect as invitations have been extended to 
more than twenty-five leading Canadian manufac- 
turers to attend and participate. Representatives 
of the British Chemcial Manufacturers have also 
been invited. 

Discussion of distribution problems will be one of 
the principal features of the meeting. This discus- 
sion will be led by Mr. Frank A. Mallett of the 
Standard Chemical Co. of Des Moines, Iowa. 

Closely allied to distribution is the work of the 


publicity committee. Their report will include the | 
results of a survey of the medical profession which 
has recently been started to improve the service of 
the association to the profession. 

There will be exhibits of medical advertising by 
some of the members and many practical advertising 
and publicity problems will be discussed. 

The following committees will have charge of the 
various sections of the program. 

Attendance: Bern B. Grubb, Lafayette Pharmacal 
Co. 
Business Policy: J. H. Foy, Maltbie Chemical Co. 

Contact: C. E. Vanderkleed, Robert McNeil (in- 
cluding report of Research Board). 

National Drug Trade Conference: Harry Noonan, 
Drug Products Co. 

Distribution Problems: F. A. Mallett, Standard 
Chemical Co. 

Legislative: C. D. Smith Pharmacal Co. (includ- 
ing report of Councilor, U. S. Chamber of Commerce). 
Meeting—Annual: H. B. Johnson, Zemmer Co. 

Membership: Dr. C. H. Searle, G. D. Searle & Co. 

Memorial: B. L. Maltbie, Altamonte Springs, Fla. 

Prior Rights Board: R. R. Patch, E. L. Patch Co. 

Publicity: F. A. Lawson, E. L. Patch Co. 

Research Awards: Dr. A. S. Burdick, Abbott 
Laboratories. 

Sales Problems: Dr. H. Sheridan Baketel, Reed & 
Carnrick. 

Standardization and Simplification: 
Swan-Myers Co. 

Standardization of Glass Containers: C. C. Doll, 
Zemmer Co. 

Trade Names: R. R. Patch, E. L. Patch Co. 

Speakers of national reputation have been secured 
for the annual banquet, which will be one of the fea- 
tures of the meeting. 

Under the able leadership of Mr. R. Lincoln Mc- 
Neil who has been president during the past two 
years, the A. P. M. A. has been very active in all de- 
partments of its work. The annual meeting at Old 
Point Comfort bids fair to be the most successful in 
the history of the Association. 


R. M. Cain, 


THE ANNUAL CONFERENCE OF THE MASSA- 
CHUSETTS TUBERCULOSIS LEAGUE 


The fifteenth Annual Conference of the Massachu- 
setts Tuberculosis League Inc. was held at the Uni- 
versity Club, Boston, on Monday, April 22. Dr. 


| Frederick T. Lord, President, presided at the meet- 


8. 

The session was opened by Dr. Lord who read the 
President’s address. 

Miss Jean V. Latimer, Educational Secretary, read’ 
the report of the work of her Department for the 
past year. : 

Frank Kiernan, Executive Secretary, gave the re- 
port of his activities since the Annual Meeting of 
April, 1928. 

The report of the Treasurer embodying the state- 
ment of Certified Public Accountants, Fox, Hayes 
& O’Brien, who examined the financial records of 
the League for the fiscal year, January 1 to Decem- 
ber 31, 1928, was read on behalf of Arthur Drink- 
water, Treasurer. 

S. A. Petroff, Ph.D., Director of Research and 
Clinical Laboratory of the Edward L. Trudeau 
Foundation, Trudeau, New York, read a paper on 
“The Tubercle Bacillus”. Dr. Petroff also showed 
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very interesting motion pictures of leading European 
leaders in tuberculosis work which he personally 
took at the meeting of the International Tuberculosis 
League held at Rome, Italy, in September, 1928. 

Following the morning session the Annual Meeting 
of the League Corporation was held at which the 
Officers and Directors and members of the Executive 
Committee were elected. 

Following the Corporation meeting there was a 
luncheon meeting at which Dr. Henry D. Chadwick, 
Superintendent of Westfield State Sanatorium, spoke 
on “The Ten-Year Program for Children—Progress 
and Plans”. 

The Officers, Directors and members of the Exe- 
cutive Committee elected were as follows: Presi- 
dent, Dr. Frederick T. Lord; Honorary President, 
Dr. Edward O. Otis; Vice-President, Dr. Francis P. 
Denny; Honorary Vice-Presidents, Dr. George H. 
Bigelow, Dr. Vincent Y. Bowditch, Rt. Rev. William 
Lawrence, D.D., Rabbi Harry Levi, and William 
Cardinal O’Connell; Treasurer, Mr. Arthur Drink- 
water; Assistant Treasurer, Mr. Romney Spring; 
Clerk of the Corporation, Frank Kiernan. 

Dr. Nahum R. Pillsbury to succeed himself to 
serve three years on the Executive Committee; Rev. 
C. P. Wellman to succeed himself to serve three 
years on the Executive Committee; and Dr. Olin S. 
Pettingill to succeed Dr. Chadwick to serve one 
year on the Executive Committee. 

Directors: Mr. Sydney W. Ashe, Mr. Frederick 
Bailey, Dr. George H. Bigelow, Dr. Vincent Y. Bow- 
ditch, Dr. Walter P. Bowers, Dr. Robert P. Carpen- 
ter, Miss Josephine B. Colt, Dr. Francis G. Curtis, 
Mr. Arthur Drinkwater, Dr. C. Benjamin Fuller, Mr. 
William B. Geoghegan, Mr. William N. Goodell, Mrs. 
John D. Henry, Dr. William O. Hewitt, Professor 
Murray P. Horwood, Dr. Roger I. Lee, Dr. Frederick 
T. Lord, Dr. Richard P. MacKnight, Dr. Edward O. 
Otis, Dr. Sumner H. Remick, Mr. John Ritchie, Mr. 
Thornton K. Ware, Dr. Roy J. Ward, Miss Margaret 
Weir, Dr. Harry S. Wagner, Dr. George P. Hunt, Dr. 
John B. Hawes, 2nd, Mr. Edmund H. Talbot, Dr. 
Cleaveland Floyd, Mrs. Reginald Heber White, 
Mrs. Gardiner H. Fiske, Dr. George S. Hill, Mr. 
George H. Gilbert, Dr. Hilbert F. Day, Mrs. Mabel 
Greeley Smith, Mrs. Anne E. Guild, Dr. Olin S. Pet- 
tingill, Miss Helen Wales, Dr. John H. Lindsey, Rev. 
Charles P. Wellman, Mr. Walter S. Barr, Mr. Clifton 
H. Hobson, Mr. C. E. Hodgkins, Dr. I. J. Clarke, Dr. 
S. L. Skvirsky, Mrs. Frances B. Mowry, Mr. Charles 
H. Hobson, Mrs. Carolyn M. Engler, Dr. Samuel 
Hoberman, Miss Clementine Platt, R. N., Dr. John 
M. Wise, Mrs. Allan R. Shepard, Dr. Cecil Clark, Dr. 
Francis P. Denny, Dr. Nahum R. Pillsbury, Mrs. 
George A. Keyworth, Mrs. B. Milo Burke, Dr. J. 
Holbrook Shaw, Dr. J. Frank Donaldson, Mrs. 
Clarence C. White, Dr. Carl C. MacCorison, Mr. J. 
Joseph MacCarthy, Rev. J. F. McGillicuddy, Mrs. 
Chandler Bullock and Dr. Edward H. Ellis. 


TUBERCULOSIS ABSTRACTS 


Dr. Fred Heise, who contributes this number, is 
Chief Resident Physician of Trudeau Sanatorium, 
the first institution of its kind established in this 
country. From the little red cottage built by Dr. 
Trudeau in 1885 for the treatment and care of two 
patients, this institution, located in the heart of the 
beautiful Adirondacks, has grown to one of many 
buildings and has acquired a world wide reputation. 


Dr. Heise, while admitting that the history is only 
suggestive in the diagnosis of tuberculosis, insists 
upon its importance and interprets the meaning of 
the several symptoms, which, like warning sema- 


phores, direct attention toward the pathological 
conditions of this many-phased disease. 


THE VALUE OF HISTORY IN THE DIAGNOSIS OF 
PULMONARY TUBERCULOSIS 


Pulmonary tuberculosis may exist without any 
suggestions of ill health on the part of the patient, 
either in the immediate past or present. So it can 
be said that one must not expect to discover pul- 
monary tuberculosis only in those having sug- 
gestive histories. 

It must be remembered that pulmonary tuber- 
culosis very infrequently goes on to complete reso- 
lution except perhaps in young children. The 
more frequent occurrence is quiescence or arrest 
of the disease for varying periods of time, between 
which progression of the disease may take place. 
It is remarkable what extensive disease may exist 
with but a very short and indefinite history of im- 
paired health; again it is a fairly common occur- 
rence to have only a small area of lung involve- 
ment and marked ill health for long periods of time. 
In the long run, however, the more extensive or 
intensive the disease, the more certain are symptoms 
to occur. 


HISTORY IS SUGGESTIVE 


A diagnosis of pulmonary tuberculosis should 
not be made on the history alone. At the most, the 
history can be only suggestive, and other meth- 
ods of diagnosis must be employed for confirmation. 
However, when pulmonary tuberculosis is known 
to be present, the history may be of incalculable 
benefit in determining the activity of the disease, 
but it is by no means an infallible guide even here. 
The constitutional symptoms, fever, undue fatigue, 
rapid pulse, loss of weight, night-sweats, etc., em- 
phasize the fact that the individual is ill but draw 
one’s attention to no special organ. The occurrence 
of such localizing symptoms as cough, expectoration, 
hemoptysis, pleurisy, focus our attention upon the 
lungs. Yet we know that such symptoms may occur 
whenever the parenchyma of the lung ‘becomes in- 
volved with other infections, tumors, etc. Never- 


theless, the practice of making a presumptive diag- 


nosis of pulmonary tuberculosis is justified under 
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certain conditions. We know that even today, in 
spite of its diminishing mortality, pulmonary tuber- 
culosis is the most frequent chronic pulmonary in- 
fection. Pneumonia, influenza and _  streptococcic 
infections have a tendency to occur in endemic or 
epidemic form. In their absence, pulmonary tuber- 
culosis must always be thought of when prolonged 
-cough and expectoration, and especially hemoptysis 
or frank pleurisy occur. 


NO INFALLIBLE SYMPTOMS 


There is no characteristic cough nor sputum ty- 
pical, on microscopic examination, in pulmonary 
tuberculosis. Nor is there a typical hemoptysis or 
pleurisy. It is a known fact,. however, that tubercu- 
losis is one of the most frequent causes of hemop- 
tysis, and whenever hemoptysis occurs, tuberculosis 
must be excluded. Especially is this true of hem- 
optysis without apparent cause. The same may 
be said of pleurisy, and especially of wet pleurisy. 
Probably six to nine in every ten instances of hem- 
optysis of a teaspoonful or more, of pleurisies with 
effusion occuring without kknown causes, may 
be attributable to pulmonary tuberculosis. It must 
never be lost sight of, however, that pulmonary 
tuberculosis may occur without hemoptysis of any 
amount and without pleurisy of any description 
and, what is even more surprising, without recog- 
nized cough or expectoration. Cavities may even 
exist under these conditions. 


SYMPTOMS DEMAND SEARCH FOR CAUSE 


Public health agencies used to impress us with the 
idea that the occurrence of fatigue, loss of weight 
and strength, nightsweats, anorexia, fast pulse and 
slight fever spelled the onset of tuberculosis. In 
many instances, of course, it does. For these are 
the common symptoms of systemic intoxication, 
whose seat of origin may be anywhere but is fre- 
quently in the lung. Not one of the above-men- 
tioned symptoms is in the least more characteristic 


of pulmonary tuberculosis than of some other dis-| 


ease. Nevertheless, they do signify an alarming 
‘condition whose real nature must be searched for. 
‘But if by other means pulmonary tuberculosis has 
been discovered, the occurrence of these symptoms 
aids tremendously in evaluating the activity (prog- 
ress) of the process. It must be borne constantly 
in mind that for varying periods of time pulmonary 
tuberculosis may be progressive without the occur- 
rence of constitutional symptoms, or with such 
slight occurrence as to cause them to be over- 
looked by the patient. 
SUMMARY 

There are no typical symptoms in pulmonary pen 
berculosis. 

The constitutional symptoms point out that the 
patient is suffering from an active lesion. 

The localizing symptoms indicate a pulmonary or 
pleural lesion. 

Hemoptysis or pleurisy with effusion should be 
looked upon as tuberculous until proved otherwise. 

The constitutional symptoms are not diagnostic 
of the disease but afford a good index of its = 


' FAMILY HISTORY IS SIGNIFICANT 


Other interesting things pertaining to diagnosis 
and in a way helping to substantiate it may be 
gleaned from the history. We know, for instance, 
that. a family history of tuberculosis usually means 


prolonged. and intimate exposure and that these 
conditions predispose to tuberculosis in childhood. 
Why some children in the same family with ap- 
parently the same exposure as others should fail to 
develop the disease, while older and younger chil- ~ 
dren do, cannot be entirely explained, but the fact 
of intimate, prolonged exposure, leading to disease 
in childhood, is not questioned nowadays. In 
adult life, a history of exposure apparently does 
not have the same significance. 

In former years, great stress was laid upon 
underweight as of significance in diagnosis. More 
recently, Chadwick was able to show but little 
difference in weight in the tuberculous and non- 
tuberculous children until the children were 25 per 
cent. underweight. In adults, weight is no sure 
measure of the presence or absence of tuberculosis. 
Usually, however, a slight loss of weight is noted. 


HISTORY MAY BE NEGATIVE 


Pulmonary tuberculosis is a many-phased dis- 
ease. It may exist, usually in more limited areas 
but occasionally in extensive areas, without any 
symptoms at the time or immediately preceding 
its discovery. Cough and expectoration may never 
have been present if the patient can be taken at his 
word. Cavities even may exist without cough or 
expectoration, and the patient may die without ever 
having had hemoptysis or pleurisy with effusion. 
The disease may progress without exacerbation of 
symptoms or even without symptoms for a while, 
and in spite of a progressive gain in weight. The 
history of the patient cannot, therefore, be an infal- 
lible guide in diagnosis or treatment, and wherever 
it is feasible, other measures of diagnosis should 
always be utilized. Particularly should the sputum 
be examined microscopically and roentgenographs be 
taken of the chest. 


PRINCIPAL SYMPTOMS WHICH 1600 TUBERCULOUS 
PATIENTS REPORTED TO PHYSICIANS 


9 
» 
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CLL 


1—1309 patients complained of cough. 

2—1116 patients reported loss of weight. 

3—1114 patients expectorated freely. 

4—1095 patients reported loss of appetite or indigestion, 
5—1069 patients reported loss of strength. 

6— 944 patients complained of fatigue. 


From special study—National Tuberculosis Association. 
DR. DUGDALE TAKES APPEAL TO COURT 


Dr. Frederic Dugdale of 376 Boylston Street, who 
filed a petition in the Supreme Court yesterday to 
have the action of the Board of Registration in Medi- 
cine in cancelling his certificate reversed, states in it 
that the board was prejudiced against him because 
he believes in and uses a synthetic antitoxin cancer 
cure. He says he has cured 50 to 60 per cent. of his 
cancer cases with this method. 

Dr. Dugdale was arrested in Lowell last night and 
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brought to Boston by State Detective Frank Sanborn 
i. ins. with 17 counts of larceny ranging from $100 
to $900. 

Dr. Dugdale states he was graduated from the Bal- 
rf timore Medical School at Baltimore, is a member 
of the American Medical Association, has practiced 
in this state 25 years and has for more than 10 years 
been a specialist in cancer. 

He had a hearing April 18 last before the board. 
On April 22, he says, he was notified his certificate 
to practice his profession was cancelled by vote of 
the board on April 18 because of misconduct in the 
treatment of the late Mrs. Mary Caton of 26 Viall 
Street, New Bedford, suffering from cancer, in giving 
her no personal attention the last 10 weeks of her 
life and falsely representing to her and her family 
that her symptoms were favorable, causing her to be 
deprived of any medical attention during this last 
period, and because of falsely representing to Nellie 
M. Whitehouse of 5 Holman Street, Allston, Decem- 
ber 21 last, that she was suffering from cancer and 
that he could cure her.—Boston Herald, April 27. 


$2,000,000 FOR THE NEW HAVEN HOSPITAL 


A gift of $2,000,000 from the General Education 
Board for medical and pediatric laboratory and a 
dispensary for the New Haven Hospital has been 
announced by the President of Yale University. The 
hospital is affiliated with the Yale University School 
of Medicine. — Bulletin U. 8S. Department of Labor 
Children’s Bureau. 


A SETBACK IN MID-LIFE MORTALITY 


During the current decade, the deathrate of adults 
has been increasing. Only at birth was the expect- 
ation of life (mean after-life time) in 1927 higher 
than in 1921. That the infant born in 1927 had a 
longer life expectation than the baby of 1921 is due 
entirely to the improvement in the deathrate up 
to age 37; after this age, conditions of mortality have 
not improved.—Bulletin, Metropolitan Life Insur- 
ance Co. 


EXTREME REMEDIES IN TUBERCULOSIS 


“Extreme remedies are very appropriate for ex- 
treme diseases.” It was Hippocrates himself, the 
father of medicine, that gave utterance to this axiom. 
Extreme disease, as Hippocrates quaintly calls it, 
has ever been the challenge to the physician. It 
has been the clarion call to new efforts and to new 
conquests. There is no such word as despair in the 
lexicon of the physician, scientist, or surgeon. As 
Mme. Swetchine said, “God has prohibited despair.” 

he collective mind of the medical profession oper- 
ates on this principle, that God has prohibited des- 
pair. The splendid surgery of today is made pos- 
sible because the pioneer surgeons and scientists 
were dauntless in the face of “extreme diseases.” 

Taking the province of surgery alone, it is impos- 
sible today to hazard a guess as to the number of 
lives saved in even one generation owing to the 
progress in the brief period of a few decades of surg- 
ical knowledge and surgical technic. 

In the past countless millions died of tuberculosis 
as the physician stood by; and there seemed to be 
no remedy. Tuberculosis had always been regarded 
and is still regarded as a disease lying largely out- 
side the province of the surgeon. Most of us are 


still content to submit our tuberculous patients to 
the usual sanitarium or home treatment routine. 
Many of them, under this routine, are improved or 
become arrested. Many others, unfortunately, go 
down the hill and for these we are only too apt to 
say, “There is no hope.” It is principally to these 
latter, the hopeless ones, that the science of chest — 
surgery is dedicated. There are undoubtedly 
throughout the country today, thousands of con- 
sumptives suitable for thoracoplastic surgery who 
can be saved through this medium and this alone. 
The surgeon, for such individuals as the picture por- 
trays, may hold back the very hand of death. 

Thoracoplastic surgery is undoubtedly one of the 
most brilliant achievements of surgical progress 
within the last decade. It is, as yet, considered dra- 
matic surgery—an extreme remedy for an extreme 
disease. It offers at least a gleam of hope to thou- 
sands who are now hopeless. The not too distant 
future holds even greater promise for the procedure 
of thoracoplastic surgery. To date the thoraco- 
plastic surgeon, as a rule, has been given the hope- 
less cases, the patients for whom all other. measures 
have failed and who, in a gesture of desperation, are 
given to the surgeon. 

The time is passing when we feel that all non- 
surgical remedies must be thoroughly and obstina- 
tely exploited before surgical measures are resorted 
to. We are commencing to realize today that the 
phthisiotherapist of skill and experience can visua- 
lize, as it were, after a brief period of observation, 
with a considerable degree of accuracy, the future 
course of the disease. There are certain types of dis- 
ease which he knows in advance will not react favor- 
ably to medical procedure. He can foreshadow their 
consistent downward trend, irrespective of the best 
medical care and most scientific treatment. It is 
these cases, particularly, we refer to when we speak 
of a brighter future for chest surgery. 

If the phthisiotherapist is convinced beforehand 
that, in a particular case, obstinate exploitation of 
medical measures is doomed to failure, if he is to 
be consistent, if he is to do his honest best for 
both the patient and the surgeon, he can not advo- 
cate a continuance of ordinary routine. He must 
advise surgery at the time when surgery is oppor- 
tune and attended with best prospects of success. He 
must not wait until the patient is moribund and 
then expect the surgeon to perform something in 
the nature of a miracle, practically to push back the 
hand of death. 

Excerpt from The Bulletin of the Chicago Tuber- 
culosis Sanitarium. 


CORRESPONDENCE 


A QUESTION OF HOSPITAL CARE OF AN 
URGENT CASE 


Editor, NEw ENGLAND JOURNAL OF MEDICINE, 
Boston, Mass. 
Dear Sir:— 

The writer had occasion recently to send an ex- 
tremely urgent case of ante partum hemorrhage to 
a hospital where he is well known and to which he 
has been sending cases both private and house for 
the last fifteen years. This case was a house Case. 


The writer stated this fact, and also his diagnosis, 
and as the case was urgent he requested that a staff 


man be notified immediately. The patient arrived 
in the ambulance but the staff man was not notified 
until after she was in the house and had been seen 
by a house officer. Much valuable time was lost and 
the patient died. She might have died in any event. 
Yet the hour wasted was mighty valuable to my way 
of thinking. Now the point is this. The hospital 
through its superintendent informed me that it is a 
hard and fixed rule no matter how urgent the case 
that the patient be admitted and seen by an intern 
before the staff man is summoned. It would seem 
to me that this a good rule for routine cases. But 
when an outside man of years of practice and in 
good standing says a case is urgent and needs im- 
mediate action it would seem to me to be in the inter- 
est of humanity to act at once. Now is the routine 
detailed above invariably followed in all hospitals no 
matter how urgent the case; and if so, why? 
Very truly yours, 
Lorne W. Harris, M.D. 
249 Lincoln Avenue, Cliftondale, Mass. 
Nore—Respectfully referred to the Section of 


Obstetrics and Gynecology of the Massachusetts 
Medical Society. 


OFFICIAL ACTIONS BY THE BOARD OF 
REGISTRATION IN MEDICINE 


At a meeting of the Board of Registration in Medi- 
cine held April 18 the Board revoked the registration 
of Dr. Frederick L. Dugdale, 376 Boylston Street, 
Boston, Mass. The cause of this revocation was 
gross misconduct in the practice of his profession. 

The Board on the same date restored the registra- 
tion of Dr. Charles I. Granstein, of Chicopee, Mass., 
with a probationary clause attached. 


FRANK M. VAUGHAN, M.D., Secretary. 


AN EARLY REFERENCE TO IODINE DEFICIENCY 
AS A CAUSE OF ENDEMIC GOITER 


Mr. Editor: 

The following account of goiter in Sumatra is taken 
from “Travels in the East Indian Archipelago,” by 
Albert S. Bickmore, M.A. (D. Appleton and Company, 
New York, 1869). The explorer made his voyage 
in 1865, and the account of his travels has many 
other items of medical interest besides the observa- 
tion on endemic goiter. Among the most interesting 
are those concerning the method of preparing and 
chewing the betel nut, and rubbing the juice force- 
fully into the gums. Buccal cancer, chronic irrita- 
tion plus betel nut? The other note concerns the 
characteristic mutilation of the left ear lobe which 
the women of certain tribes practice, producing a uni- 
lateral “elephant’s ear.” 

_ The reference to goiter follows. 


“A great many persons of both sexes, and even 
some children were afflicted with that unsightly mal- 
ady goitre, and had large swellings, generally on the 
neck, though I noticed one at the lower end of the 
breast-bone. The cause assigned here by the Dutch 


officials for this disease, is that these people have 
been accustomed to use very little salt, the iodine 
contained in that condiment being suposed to act as 
a preventive to the developement of the disease.” 
“It is said to never, or seldom appear among those 


Malays who have lived on the sea-coast for several 
generations, and I do not remember to have seen 
a single case in such a locality.” 


I have not as yet looked up early referances to this 
matter, but it may be that the Dutch physicians im 
Sumatra noted this important fact years before other 
investigators. 

It is of interest to remember, as Sajous points out, 
that iodine was discovered in 1812, and that burnt 
sponge, which is rich in iodine, had been used as | 
a remedy for goiter for hundreds of years. 


Very truly yours, 
Wan. Pearce Coves, M.D. 
April 26th, 1929. 


RECENT DEATH 


GANNETT—Dr. WILLIAM WHITWORTH GANNETT, 
Boston physician, died suddenly at his home in that 
city, April 21, 1929, at the age of 75. | 

Born in Dorchester, June 25, 1853, he took an A.B. 
at Harvard in the class of 1874 and an M.D. there in 
1879, after he had served as house officer at the 
Massachusetts General Hospital and had been abroad 
te study, chiefly pathology. From 1884 to 1889 Dr. 
Gannett was clinical instructor in auscultation in 
Harvard Medical School and for the same period of 
time, barring two years at the beginning, he was in- 
structor in pathology, using the material in the 
autopsy room at the Boston City Hospital for the 
benefit of students and staff. The celerity and skill 
he displayed in making an autopsy have seldom been 
equalled, even though he delighted in showing his 
spectators that the post mortem has the last word in 
the discussion of the cause of death and that the 
lesions which he demonstrated were not always those 
which had been diagnosed during life. Dr. Gannett 
was instructor in clinical medicine at Harvard from 
1891 to 1899 and also visiting physician at the Massa- 
chusetts General Hospital until retired at age limit. 
He was a mechanical genius of rare merit and spent 
Ilcng hours in the complete machine shop for wood- 
working which he maintained in the top story of his 
house on Marlborough Street. He married late in 
life and had one child. 


OBITUARY 


TOWNSEND WILLIAM THORNDIKE 


Dr. Townsend William Thorndike died at his home, 
75 Fresh Pond Parkway, Cambridge, on Friday, April 
5, 1929, after a brief illness from streptococcus pneu- 
monia of fulminating course. Through his death his 
many friends, and the medical profession at large, 
suffered a loss that is irreparable. 

He was born in Boston, May 12, 1872. His father 
was the distinguished surgeon, Dr. William H. Thorn- 
dike, in whose memory has been built the Thorndike 
Memorial Laboratory of the Boston City Hospital. 
His mother was Mrs. Sarah Wayland (Smith) Thorn- 
dike. The family home was on Boylston Street, near 
Park Square, where clustered the offices of Boston’s 
eminent physicians of that time, and here he grew up 
in an atmosphere of medicine. This atmosphere was 
continued during his student days when, after the 
death of his father, he lived with his sister and his 
brother-in-law, Dr. Herbert L. Burrell, at one time 
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Surgeon-general of the State of Massachusetts and 
Professor of Surgery at the Harvard Medical School. 
Thus even before his own entrance into the medical 
profession he was imbued with its best traditions. 


From Harvard College he entered the Harvard 
Medical School in 1898, receiving his degree of M.D. 
in 1902. Soon after graduation he made the decision 
to devote himself to the study of diseases of the skin, 
to which he confined his practice throughout his 
professional career. After some years on the staff 
of the Carney Hospital he was called to the Boston 
City Hospital where, on the death of Dr. Francis J. 
Keany, he became Physician-in-chief of the Depart- 
ment for Diseases of the Sxin. 


The development of this Department became the 
central interest and purpose of his medical life. 
Through his own indefatigable exertions, together 
with the loyal support that he inspired in his staff, 
the clinic was built up to its present high rank 
among the Dermatological Clinics of the country. 
Among the important acomplishments of his years 
of service was the assembling of an unsurpassed 
collection of photographs of dermatological condi- 
tions; this collection he presented last year to the 
Hospital for its perpetual use in teaching by the De- 
partment. 

Through his position as Consultant to the State 
Leper Colony he devoloped a keen interest in lepro- 
sy and became a recognized authority in this dis- 
ease. 

He was Professor of Dermatology in the Tufts Col- 
lege Medical School; Consultant to the Marine Hos- 
pital, United States Public Health Service; a member 
of the Massachusetts Medical Society, the American 
Medical Association and numerous other societies; 
and one of the founders of the New England Der- 
matological Society. 

Distinguished as was his professional service, his 
sife was also filled to an unusual degree with other 
interests and activities. These centered largely in 
his favorite club, the St. Botolph, where he invari- 
ably lunched and met men engaged in professions 
other than his own. His contacts there, discussing, 
conversing, matching wits with other men, were the 
breath of life to him. Most noteworthy was his 
genius for friendship and for the organization of 
intimate societies among his friends to promote their 
enjoyment of enthusiasms held in common with him. 
Thus he was the sole founder of the Aesculapian 
Club, and one of the founders of the Harvard Trav- 
ellers Club, which he served for many years as Sec- 
retary. His own travels in more remote regions in- 
cluded the Northwest coast of Africa, the Canadian 
Northwest, and Alaska, and he was deeply interested 


*. in all exploration. He was also a student and col- 


lector of medical antiquities, about which he wrote 
many articles and notes of charming originality. In 
his later years he devoted much study and thought 
to medical history and the broader relationships of 
medicine to society, and, at the time of his death, 
he was engaged in formulating his conclusions for 
publication in a book. 

By his many friends he will be remembered and 
missed for the vividness and the individual quality 
of his personality. He was always keenly interested 
in everyone and everything about him, full of en- 
thusiasm for all that he approved and outspoken 
in condemnation of whatever met with his disap- 
probation. This condemnation, however, never 


carried rancor or bitterness. Seeing clearly him- 
self, he was intolerant of shams and of out-worn 
conventions, but to all worthy endeavor he lent his 
aid witbsout stint in a manner which endeared him to 
all associated with him. 

H« was married in 1907 to Mary E. Cayford, who 
died in 1923. His second wife, who was Miss Mar- 
gery Smith, a niece of his first wife, survives him, 
as do also four children, Sarah Herbert, Townsend 
William, Junior, and Charles by the first marriage, 
and David by the second. 


FAREWELL SERVICE FOR Dr. TOWNSEND W. THORNDIKE, 
MounNT AUBURN CHAPEL, SuNpAy, Apri. 7, 1929 


Handel’s Largo—Prof. John P. Marshall. 

Address—Prof. Rice. 

Arcadelt Ave Maria—Prof. Marshall. 

Reading, The Character of a Happy Life (Sir Henry 
Wotton)—Rev. Charles E. Park. 

Allegretto from Seventh Symphony of Beethoven— 
Prof. Marshall. 


ADDRESS MADE BY PROF. ALEXANDER H. RICE AT THE 
FAREWELL SERVICE FOR Dr. TOWNSEND W. THORNDIKE 
HELD IN MouNnT AUBURN CHAPEL, SUNDAY, APRIL 7, 
1929 


It was well in keeping with the character of him in 
whose honor we meet here that he so definitely en- 
joined that no forms or ceremonies of conventional 
sort should be heard when his family and his friends 
should gather to pay him tribute and bid him a 
last farewell. For in the many-sided make-up of 
Townsend Thorndike there was no quality more evi- 
dent to all than his downright sincerity. With mere 
conventionalities he had scant patience; shams and 
pretences he hated with a withering scorn. He looked 
upon life clear-eyed, thought his own thoughts and 
thought them through, formed his own opinions with 
a mental integrity that would not juggle with facts 
to fit an end; there were no shutters on the windows 
of his mind. To him it was a thought abhorrent 
that forms meaningless to him should be intoned 
when he came. to pass from the harbor of this life 
to set his sails out upon that sea unknown. 

Nor is it less characteristic of the man whom we 
knew to love that he should request that all that 
should be here and now said of him should come 
from the lips of a friend. He well knew that no 
friend of his would presume to say a word of him 
save from the heart. And so as we meet here to 
honor him and to offer some word of comfort to 
those nearest and dearest to him, what thought 
more comforting can come out of the sorrow that 
in sober pride we share in some part with them 
than the lifting memory of what a man, and what 
a friend Townsend Thorndike was? 

He lived a full life; his friendships were many 
and with many kinds of men. He took his friends 
for what he thought he found in them; he had a real 
genius for friendship. What a tonic it was to talk 
with him, to joke with him, to match wits with him, 
to hear him as with teeth set he launched one of 
those sweeping judgments on manners or on men 
or see him dissolve, helpless, into the realest laugh- 
ter one could hope to hear? Youthful of body and 
youthful of mind he remained; of that hardening of 
the mind that comes with middle years there was 
no trace. He could go into a game with the zest of . 
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a boy, take up a new subject of study or make a 
new friend, with the freshness and vitality of half 
his years. His breezy humor was as bracing to 
the drooping spirit of a friend as his native mental 
honesty was sure to call out the best that one had 
to offer. 

Character and intellect: what better gifts than 
this could a man wish for his own? What legacy 
more precious to those who mourn him most than 
that he had these, and had them largely, and that 
to his friends he leaves a memory to be treasured: 
here was a man, my friends! He walked his way 
through life head up, with a smile for all alike, and 
a hand ever ready for a friend. He had given 
hostages to fortune, but he asked no favor from her 
hand. He stood upon his own feet and fought his 
own fight. And on occasion he could fight—for a 
cause or for a friend. What a blessing in this 
tragic comedy of life, the friendship of a man like 
this can be! Sursum corda! Lift up your hearts, 
in thankfulness that such as he have been! And 
now the time has come when, as he wished, we turn 
in sorrow to him here, and say “Hail, friend, and 
farewell!” 


PoEM Reap sy Rev. Cuartes E. Park AT THE FareE- 
WELL SERVICE FOR Dr. TOWNSEND W. THORNDIKE 
Hetp In Mount AUBURN CHAPEL, SUNDAY, APRIL 7, 
1929 


THe CHARACTER OF A Happy LIFE 
(Sir Henry Wotton) 


How happy is he born and taught 
That serveth not another’s will; 
Whose armour is his honest thought, 
And simple truth his utmost skill! 


Whose passions not his masters are; 
Whose soul is still prepared for death, 
Untied unto the world by care 

Of public fame or private breath; 


Who envies none that chance doth raise, 
Nor vice; who never understood 

How deepest wounds are given by praise; 
Nor rules of state, but rules of good; 


Who hath his life from rumours freed; 
Who conscience is his strong retreat; 
Whose state can neither flatterers feed, 
Nor ruin make oppressors great; 


—This man is freed from servile bands 
Of hope to rise or fear to fall: 

Lord of himself, though not of lands, 
And having nothing, yet hath all. 


RESOLUTIONS PASSED ON THE DEATH OF DR. 
TOWNSEND W. THORNDIKE AT A MEETING 
OF THE BOARD OF TRUSTEES OF THE BOS- 
TON CITY HOSPITAL, APRIL 18, 1929 


The Trustees of the Boston City Hospital wish to 
record their deep sense of loss in the death of Dr. 
Townsend W. Thorndike. For twenty-three years he 
has given devoted service to the Hospital, and as 
Chief of the Dermatological Service he has main- 
tained it on a high grade of efficiency. He was 
among the first to recognize the necessity for the de- 
velopment of laboratory facilities and the duty of 
municipal hospitals to protect the community from 
disease by a study of its causes, and he exerted a 


potent influence in making the generous bequest of 
his uncle, Mr. George L. Thorndike, available for the 
Thorndike Laboratory. His skill as a physician, his 
kindliness and his untiring care for their interests, 
gained the respect and love of his patients, while his 
unfailing interest in the development of the Hospital 
made him a valuable member of its Staff. With the 
highest respect for his character as a man and full 
appreciation of his ability as a physician, the Trus- 
tees send their heartfelt sympathy to his family. 


NEWS ITEMS 


REMOVAL OF DR. R. K. GHORMLEY—Dr. R. K. 
Ghormley plans to leave Boston this summer to go 
to the Mayo Clinic and join the Orthopedic Staff there. 


NO FLAG OF TRUCE BETWEEN THE FOOD 
PRODUCTS PROTECTIVE COMMITTEE AND THE 
TOBACCO INTERESTS—The latest move consists 
of a demand by the National Food Products Pro- 
tective Committee that the Federal Radio Commis- 
sion revoke the licenses of 38 Stations of the National 
Broadcasting Company’s chain, on the ground that 
“tainted testimonials” have been broadcasted. 

The Protective Committee publishes a list of pro- 
tecting organizations as follows: 

The American Medical Association, National Child 
Welfare Association, Boy Rangers of America, 
American Physical Education Association, World 
Society of Christian Endeavor, Congregational 
Church, Reformed Church and Methodist Episcopal 
Church. 

It is claimed that more than 2000 clergymen and 
representatives of various organizations have volun- 
teered to appear before the Federal Radio Commis- 
sion and protest against the propaganda. 


NOTICE 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


Physician, $3,800 a Year 
Associate Physician, $3,200 a Year 
United States Veterans’ Bureau 
Applications will be rated as received by the U. S. 
Civil Service Commission at Washington, D. C., un- 
til June 29, 1929. 


Associate Medical Officer 
Assistant Medical Officer 


Applications will be rated as received by the U. Sw 
Civil Service Commission at Washington, D. C., un- 
til June 29, 1929. 

The entrance salaries for these positions in the 
Departmental Service, Washington, D. C., are: As- 
sociate Medical Officer, $3,200 a year; and Assistant 
Medical Officer, $2,600 a year. A probationary period 
of six months is required; advancement after that 
depends upon individual efficiency, increased useful- 
ness, and the occurrence of vacancies in higher posi- 
tions. 

The salaries and conditions of employment in vari- 
ous branches of the field service follow. The salaries 
indicated are for full-time duty; for parttime duty 
the compensation jis determined by the services ren- 
dered. 
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REPORTS OF 


THE ANNUAL MEETING OF THE PLYMOUTH 
DISTRICT MEDICAL SOCIETY 


The annual meeting of the Plymouth District Medi- 
cal Society took place at the Commercial Club on 
Thursday evening, April 18, 1929. 

The Society had for its guests three distinguished 
members of the Society, who were Dr. Walter P. 
Bowers, managing editor of the NEw ENGLAND 
JOURNAL OF MEDICINE, Dr. John W. Bartol, both ex- 
presidents of the Massachusetts Medical Society, Dr. 
Charles Mongan and Dr. Edward J. Denning of Bos- 
ton. 

An excellent dinner was served at 6:30 P. M. 
After the dinner, Dr. Thomas H. McCarthy, presi- 
dent of the Society, introduced Dr. Ralph C. McLeod, 
who gave the annual oration. His subject was “The 
Pathological Physiology of Acute Appendicitis”. Dr. 
McLeod’s paper went into extensive detail in regard 
to the different forms of appendicitis, their symp- 
toms, etiology and treatment. It was a very excel- 
lent paper and was well received. 

Dr. McCarthy then called upon Dr. Loring Pack- 
ard, treasurer of the Society, for his report, which 
was read and the treasury declared to be in good 
condition. 

The president then called upon Dr. John J. Mc- 
Namara, chairman of the nominating committee, to 
report on the decision of the nominating committee, 
consisting of Dr. John J. McNamara, chairman, Dr. 
R. B. Rand and Dr. W. G. Brown, to report on the 
officers for the ensuing year. Their report was as 
follows: 

President, Dr. Thomas H. McCarthy, Brockton. 

Vice-President, Dr. Frederick W. Murdock, Brock- 
ton. 

Secretary, Dr. George A. Moore, Brockton. 

Treasurer, Dr. Loring Packard, Brockton. 

Councillors, Dr. Chas. G. Miles (Nominating), 
Brockton; Dr. Wilfred G. Brown (Alternate), Ply- 
mouth; Dr. John J. McNamara, Brockton; Dr. David 
B. Tuholski, Brockton; Dr. Alfred C. Smith, Brock- 
ton; Dr. John P. Shaw, Brockton. 

Censors: Dr. John P. Shaw, Supervisor, Brockton; 
Dr. Lawrence Reed, Plymouth; Dr. Walter H. Pul- 
sifer, Whitman; Dr. Richard B. Rand, North Abing- 
ton; Dr. Arthur W. Carr, Bridgewater. 

Orator for 1930, Dr. Frederick W. Weiner, Brock- 
ton. 

Librarian, Dr. John H. Weller, State Farm. 

Commissioner of trials, Dr. Charles H. Colgate, 


| _ Rockland. 


Nominating Committee, J. J. McNamara, R. B. 
Rand, W. G. Brown. 


A motion was made and seconded that the re- 
port of the nominating committee be accepted. By 
a unanimous vote, the above named were elected for 
the ensuing year. 

After the nominating committee had reported and 
the officers had been elected for the ensuing year, 
Dr. David B. Tuholski then made a motion that 
the resolution of 1918, which was to the effect 
“that no physician should be elected, as president 
of the Society for a second term,” be rescinded. 
The motion was carried by a unanimous vote. 


Dr. McCarthy, in accepting the office for a second 
term, stated that from 1851 to 1917, it was a general 
custom to re-elect the president for a second 
term. He stated that really it was no election, in- 
asmuch as the office was practically assigned to the 
physician, who was next in order by seniority. He 
reviewed the early days of the Society, when there 
were but three meetings a year and a summer out- 
ing was the custom, down to six years ago, when 
the attendance dwindled down to eleven, then the 
reconstruction of the Society began. Today, the 
Plymouth District Medical Society is one of the 
most active of the various districts, that comprise 
tle Massachusetts Medical Society. Dr. McCarthy 
pledged himself, to give the very best, that was in 
him, to make the Plymouth District Medical Society, 
bigger, stronger and better. He stated that he 
would endeavor at all times to have at heart every- 
thing that tended to make the Plymouth District 
Medical Society, the most energetic, active, and 
forceful, of any district, that comprised the Massa- 
chusetts Medical Society. 

He was given thunderous applause, after his re- 
marks, thus showing, the popularity of the re-elected 
president. 

After Dr. McCarthy’s remarks, he then introduced 
the distinguished guests of the evening. The first 
address was made by Dr. Walter P. Bowers, manag- 
ing editor of the New ENGLAND JOURNAL oF MEDICINE, 
past president of the Massachusetts Medical Society. 
Dr. Bowers, in the course of his remarks, paid Dr. 
McCarthy a splendid tribute and also the members 
of the Plymouth District on their activity and in- 
terest of the present Society. Dr. Bowers was very 
popular among the members and his remarks were 
very well received. 


The next speaker was Dr. John W. Bartol, an- 
other ex-president of the Massachusetts Medical So- 
ciety. Dr. Bartol talked chiefly on the building prop- 
osition of the Boston Medical Library. He explained 
in detail the part that the members of the Massa- 
chusetts Medical Society were going to take and 
urged every member present, to do the very best they 
could, to contribute as much as they could, to this 
fund. Dr. Bartol was very well acquainted with this 
subject and answered many questions in regard to 
the campaign. 

Dr. McCarthy then introduced Dr. Edward J. 
Denning of Boston, who gave a short address on, 
“The Way and Means in which Physicians Should 
Co-dperate As Members of the Society”. 

Dr. McCarthy then introduced Dr. Charles Mon- 
gan as the silver-tongued orator of the Massachu- 
setts Medical Society, who took as his subject, “The 


Entrance of Business Men In The Practice of Medi- 
cine.” 


“Business men are taking an active interest in the 
practice of medicine at the present time. They em- 
ploy medical ability at the lowest possible figure. In 
Chicago, mail-order houses employ physicians at the 
cheapest possible price for their services. Big busi- 
ness men find a wonderful chance to give medical 
service to the country. Service unlike business can- 
not be standardized in Chicago, although, they will 
try to make physicians go to work by the time clock, 
if something is not done to better their conditions. 
We find conditions in our profession today that 
physicians will not give up a day to go to important 
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meetings which we, as active members of the Society 
note with a good deal of interest, the plumbers, the 
hod-carriers, the carpenters and the shoe-workers, 
all of whom belong to a Union, give up a day, or a 
number of days, to accomplish what they are, through 
co-dperation and organization trying to do, to make 
the conditions of their work better. We must get 
together, not sand bag each other on the head, nor 
scold each other. We have got to unite and have 
every man work for one common end in the Society, 
that of making conditions better. We all know 
there is something in the Massachusetts Medical So- 
ciety that is helpful to the general practitioner. 
Men are willing to work if you can get them to- 
gether. I sincerely hope, that the example set by 
the Plymouth District Society will go forth in other 
parts of the State, so that the good work done here 
will be emulated by other district societies. I find, 
that the Massachusetts Medical Society does not 
meet emergencies quickly. There seems to be a lack 
of personal interest unless someone’s toes are trod- 
den on, then they take intense interest, because it 
concerns them, but this is rather a selfish attitude. 
Try to give something to your Society, instead of 
annual dues. Teach the public that they cannot get 
something for nothing. If they succeed in getting 
unwarranted service, they are not upholding digni- 
fied standards. Give this due consideration. Physi- 
cians can do better work, if they are allowed to give 
their services according to their own standards. A 
physician can do better work in that way. If all 
the doctors would work together for one common end 
and by uniting, they would be a very strong and 
vital force, not only for their own interest, but for 
the public as well. And if big business enters into 
the medical profession, under the guise of philan- 
thropy, by promoting free clinics for people who 
are well able to pay for a physician’s services, they 
may force the physicians to raise a fund of one, two 
or three hundred thousand, for the erection of a hos- 
pital and make it a physicians’ hospital, for the 
handling of all cases that may come under the direc- 
tion of a physician. Mail-order houses in Chicago 
never give anything without a definite return. They 
do not give service to people who cannot afford to 
pay for it. If the medical men of this State and 
Nation, do not take interest in their profession, the 
business men of all kinds will unite and settle it and 
control professional work. It costs a student a good 
deal of money to prepare for his life’s work. When 
he gets through, this future control seems to be in 
store for him and if we pioneers do not do something 
and that right away, to better our conditions, I am 
afraid, that the worst is yet to come. It takes time 
to prepare for medicine and many years after grad- 
uating, to get a fair return for money expended. 
And still we find in various localities different 
physicians who are cutting prices and cheapening 
their services. Some sell their services for almost 
nothing. The profession has got to wake up and 
take some interest and try to improve these condi- 
tions. If we do not get together in some construc- 
tive manner, big business will take a part and make 
the profession a cheap and dishonorable one in- 
stead of high and honorable calling.” 

Dr. Mongan’s remarks were eloquent, forceful, and 
well timed. At the end of his address, he was greeted 
with thunderous applause, thus proving, that he 
touched a very tender cord, when he -was talking 


about the real life blood of the medical profession as 
he saw it. It is too bad that there are not more 
men in the medical profession like Dr. Charles Mon- 
gan to spread his message in behalf of the medical 
profession throughout the State and Nation. 

After Dr. Mongan’s address, Dr. McCarthy, then 
called on a few of the local physicians to make 
some remarks. Dr. F. W. Murdock responded. In 
the course of his remarks he stated that he was 
heartily in accord in endorsing Dr. Thomas H. Mc- 
Carthy as president for a second term. Also that 
it had been a good many years since he had seen so 
much activity in the Plymouth District Society as 
that under the leadership of Dr. Thomas H. McCarthy. 
He endorsed the election of all the officers of this 
Society. 

Dr. Charles G. Miles stated that in Dr. McCarthy’s 
term of office the progress had been excellent and 
that the practical work that Dr. McCarthy had organ- 
ized was of an outstanding character. 

Dr. David B. Tuholski read an original story about 
Dr. McCarthy’s early practice. It was well received 
and given a hearty applause. Previous to and during 
the dinner, music was furnished by Riordan’ s Or- 
chestra. 

The following physicians were present: Dr. Al- 
fred C. Smith, Dr. N. Faxon—Stoughton, Dr. Jonas 
Bacon, Dr. A. Shirley, Dr. J. P. Shaw, Dr. H. Lupien, 
Dr. Chas. G. Miles, Dr. Geo. A. Moore, Dr. J. J. Me- 
Namara, Dr. A. Rifkin, Dr. E. B. Gilmore, Dr. F. J. 
Hanley—Whitman, Dr. M. F. Barrett, Dr. W. G. 
Brown—Plymouth, Dr. E. Whitmarsh—W. Bridge- 
water, Dr. R. B. Rand—Abington, Dr. David W. Pope, 
Dr. L. Reed—Plymouth, Dr. A. Champ, Dr. J. W. 
Shaw-—Whitman, Dr. A. Lemay, Dr. F. Weiner, Dr. 
B. S. Stevens, Dr. A. Burack, Dr. E. E. Goodwin, Dr. 
A. Recard, Dr. D. W. Ducey, Dr. A. McRobbie, Dr. 
C. E. Lovell—Whitman, Dr. S. Goddard, Dr. P. H. 
Leavitt, Dr. H. R. Cloudman, Dr. D. B. Tuholski, 
Dr. C. D. McCann, Dr. R. C. McLeod, Dr. F. W. Mur- 
dock, Dr. A. Shultz—State Farm, Dr. J. Noyes, Dr. 
M. Gosian, Dr. Edgar Hill—Plymouth, Dr. Curtin— 
Plymouth, Dr. Hill, Dr. Joseph Weller—State Farm, 
Dr. W. Hanson—State Farm, Dr. A. Carr, Dr. Loring 
Packard, Dr. Charles Mongan—Boston, Dr. Walter 
P. Bowers—Boston, Dr. John W. Bartol—Boston, Dr 
Edward J. Denning—Boston, Dr. Geo. A. Boucher, 
Dr. James H. Drohan, Dr. J. J. Callahan, Dr. E 
Jones, Dr. Dudley—Kingston, Dr. Briggs, Dr. C. H. 
Gray—Stoughton. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


The Middlesex South District Medical Society held 
its Annual Meeting on Wednesday, April 17 at the 
Commander Hotel, Cambridge. 

The following officers were elected for the ensuing 
year: 

President, Fresenius Van Niiys, Weston. 

Vice-President, Fritz Walter Gay, Malden. 

Secretary, Alexander A. Levi, Cambridge. 

Treasurer, Edward Mellus, Newton. 

Commissioner of Trials, Edwin P. Stickney, Arl- 
ington. 

For Member of the Nominating Committee of the 
Massachusetts Medical Society, Edmund H. Stevens, 
Cambridge. 


Alternate, Thomas M. Durrell, Somerville. ” 
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Censors, Conrad Bell, Waltham, Norman M. 
Hunter, Hudson; Fred R. Jouett, Cambridge; John 
McLean, Somerville; Leon W. Jessaman, Framing- 
ham. 

Orator, Chas. E. Mongan, Somerville. 


For Councillors: District No. 1—-Edmund H. 
Stevens, James W. Sever, Willard A. Putnam, Hollis 
L. Seavey, A. C. Potter, John P. Nelligan, W. Stewart 
Whittemore. 

District No. 2—Clarence H. Staples, Henry J. 
Keaney, Ralph W. McAllester, Harry H. Flagg. 

District No. 3—Frederick G. Smith, Charles E. 
Mongan, Allen H. Blake, Walter T. Burke, Thomas 
M. Durrell, Charles F. K. Bean. 

District No. 4—Charles B. Fuller, Harold R. Webb, 
Fred A. Higginbotham, Henry Joel Wolcott, Charles 
F. Atwood, Conrad Bell. 

District No. 5—Edward A. Andrews, Francis G. 
Curtis, Lewis H. Jack, Irving L. Fisher, Edward 
Mellus, Walter H. Crosby, Hartley W. Thayer. 

District No. 6—Dana F. Cummings, Cora E. Harri- 
man. 

District No. 7—Josephine D. Kable. 

Auditors, Arthur N. Makechnie, Alvah C. Cum- 
mings, William McDonald. 

Committee, C. T. Warner, C. M. Hutchinson, E. F. 
Sewall, George West, Lee W. Maguire, Joseph C. 
Merriman. 


The annual oration was given by Dr. John Lovett 
Morse. Subject: “The Problem of the Control of In- 
fantile Paralysis.” 

Dr. Morse dealt with this elusive problem with 
great thoroughness and vigor and his subject, which 
in the hands of most men would have been dry, when 
handled by him was full of interest all the way 
through. 

At the conclusion of the paper a very interesting 
and entertaining shadow-movie of an operating room 
scene was given by three able and talented nurses 
from the Lawrence Memorial Hospital in Medford. 
The meeting was adjourned at 1:15 for dinner at 
which one hundred thirty-five members sat down. 


STEPHEN M. M.D., Secretary. 


REPORT OF EDWARD MELLUS, TREASURER 
In Account With 
' Middlesex South District Medical Society 


April, 1928—April, 1929 


Dr. 
To Cash on Hand $2,244.87 
To Guests at Dinner (4) 8.00 
To Interest 78.32 

' To Reversion from Mass. Society (552 ad- 

vance payments) 642.23 
$2,973.42 

Cr. 
By Annual Dinner $329.00 
By September Dinner 352.90 
By Rent of Halls 8.00 
By Printing, Postage, etc. 72.26 
By Reprints, N. E. Journal 28.62 
By Honorarium to Secretary 75.00 
Balance on Hand 2,107.64 


$2,973.42 


MASSACHUSETTS ASSOCIATION OF BOARDS 
OF HEALTH 


A meeting of the Executive Committee of the 
Massachusetts Association of Boards of Health was 
held April 17, 1929 at the University Club, Boston, 
with Messrs. Magrath, Curtis, Trowbridge, Mahoney, 
Kirschbaum, Paquin, Glennon, Sackett, and Maloney 
present. 

It was recommended that a committee be appointed 
to act with a similar committee of the State Depart- 
ment of Public Health in devising standard health — 
regulations for cities and towns in the Common- 
wealth under twenty thousand population. The 
Committee appointed by the Chair was composed of 
Messrs. Curtis, Safford and Kirschbaum. 

Following the meeting of the Executive Commit- 
tee the regular quarterly meeting and luncheon of 
the Massachusetts Association of Boards of Health 
was held at 1 p. m. at the University Club with 65 in 
attendance. 

The program consisted of a discussion of standard 
summer camp regulations. 

Dr. Clarence Scamman, Deputy Commissioner of 
Public Health in the Commonwealth took the place 
of Commissioner Bigelow, and stressed the im- 
portance of such regulations. He stated that the 
summer camp is an important factor in promoting 
health, but not a few camps fall far short of any 
reasonable standards. Some of them are operated 
for charity; some are commercial. The State De- 
partment of Health recently asked for a camp 
licensing law, which failed to pass. We are offering, 
he said, to local health officers and camp authorities 
minimum standards for the health and sanitary con 
duct of their camps. These standards have been 
drafted with great care by a committee of health of- 
ficers, sanitarians and camp directors. They have 
been approved by the Massachusetts Association of 
Boards of Health, the New England Camp Directors 
Association and the Massachusetts Department of 
Public Health, and if utilized they may be even more 
effective than law. The regulations are not compul- 
sory but it is hoped that camp directors will see that 
the regulations are an assistance to the proper super- 
vision of a camp and the welfare and well-being of 
the children that attend. 

“Sanitary Requirements” of the summer camp was 
covered by Professor Gordon M. Fair, Assistant Pro- 
fessor of Sanitary Engineering at Harvard Univer- 
sity, as outlined in the tentative rules. Dr. Francis 
George Curtis emphasized “Medical Inspection 
Recommendations.” 

The discussion that followed was taken part in by 
Drs. Chadwick, Mahon, Scamman, Trowbridge, Fair, 
Safford, Curtis, Kiernan, and others. Matters men- 
tioned were the sterilizing of mess gear, physical 
examination of food handlers in the camp, inspection 
of camp terrain by the State Department, bathing 
waters about the camp, importance to cities and 
towns even though no camp is located in a given 
town but where children from other cities and towns 
attend. It was recommended that the temperature 
of children be taken morning and night, and the 
necessity of making arrangements for professional 
service of a physician was stressed. 

The form drawn up by Dr. Benjamin White of the 
State Department of Health to be used in the dis- 
tribution of biologic products was approved and 
distributed. 
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_ A rising vote of thanks was extended Dr. Henry D. 
Chadwick of the State Department of Public Health, 
who is leaving this State, for his work in tuber- 
culosis in Massachusetts, with the regrets of the 
Association that the Commonwealth is losing the 
services of such an able public health official who 
has done so much in connection with the Ten Year 
Tuberculosis Program. 

A motion was made by Mr. Kiernan, and unani- 
mously adopted, that the minimum summer camp 
regulations be adopted with such amendments as 
- were discussed and which in the opinion of the Com- 
mittee are deemed advisable. 

The meeting adjourned at 3 p. m. 

S. L. MAtoney, Secretary. 


BOSTON ORTHOPEDIC CLUB 


A meeting of the Boston Orthopedic Club will be 
held in the Sprague Hall of the Boston Medical 
Library on Monday evening, May 6, 1929, at 8:15. 

The subject under discussion at the meeting will 
be “Joint Diseases—a Clinical and Pathological 
Study,” presented by Dr. Nathaniel Allison and Dr. 
Ralph K. Ghormley. 

R. K. GHoRMLEY, Secretary. 


THE NORFOLK DISTRICT MEDICAL SOCIETY 


The seventy-ninth annual meeting will be held at 
the Hotel Kenmore, Boston, Mass., May 7, 1929, 
telephone Kenmore 2770. 


ORDER OF EXERCISES 


Business meeting: 5:30 p. m. 

1. Minutes of previous meeting. 

2. Reports of Committees. ; 

3. Report of Treasurer. 

4. Election of officers. 

5. Incidental business. 

Dinner: 6:00 p. m. 

Following the dinner there will be an illustrated 
talk by Capt. Nat. P. Sowle, Massachusetts Senator 
from New Bedford. 

Capt. Sowle has made five trading voyages in sail- 
ing vessels to the West Coast of Africa and to the 
Cape Verde Islands. He will relate his experiences 
and illustrate them with beautifully colored lantern 
slides made from pictures taken during his trips. 

Your Committee requests the members to make a 
special effort to be present at the Annual Dinner. 
Return cards must be in the hands of the Secretary 
not later than Saturday, May 4th, in order that 
reservations may be made. 


Vicror M.D., President. 
FrANK S. CRUICKSHANK, M. D., Secretary. 


SOCIETY MEETINGS 


May 2—Massachusetts General Hospital. 
appears on page 906, issue of April 25. 


Detailed notice 


May 2, 3, and 4—American Climatological and Clinical 
Association. Detailed notice appears on page 905, issue 
of April 25. 

May 5-10—First International Congress on Mental Hy- 

giene. Complete notice appears on page 411, issue of 
February 21. 


May 6—Boston Orthopedic Club. Detailed notice ap- 
pears above. 


June {9-~International Hospital Congress. 
notice appears on page 212, issue of January 24. 

July 8-9—American Association for the Study of Allergy. 
Complete notice appears on page 906, issue of April 25. 

July 9—American Heart Association. Scientific Meeting 
from 2 to 6 P. M. in the Auditorium of the Woman’s Club, 
448 Taylor Street, between 12th and 13th Streets, Port- 
land, Oregon. 
De- 
28. 


Complete 


October 7-19—New York Academy of Medicine. 
tailed notice appears on page 468, issue of February 
DISTRICT MEDICAL SOCIETIES 
Barnstable District Medical Society 
Meeting: May 2, 1929. 


Bristol South District Medical Society 


May 2—Annual Meeting. Detailed notice appears on 
page 851, issue of April 18. 


Essex North District Medical Society 


Bs i 1929 (Thursday)—Censors meet at Hotel Bart- 

we 5 bore Street, Haverhill, at 2 P. M. (Tel. 3430.) 
es should present their diplomas one week in 

the Secretary, Forrest Burnham, M.D., 


567 Haverhill Street, Lawrence 


Essex South District Medical Society 
ona May 2, 1929—Censors meet at Salem 
for examination of candidates. 
to the Secretary, (Dr. R. E. 
east one week prior. 
Tuseday, May 14, 1929—Annual Meeting. The 
Gloucest 


Candidates 


should apply Stone, Bev- 
erly) at least 


Speaker: Dr. O. Carr, 
around World, Tilustrated. Ladies invited. 


Franklin District Medical Society 
Meeting will be held on the second Tuesday of May. 


Hampden District Medical Society 


May 2—Censors’ meeting. Detailed notice appears 
on page 906, issue of April 25. 


Middlesex East District Medical Society 
The following schedule has been arranged: 
May—Melrose. 


Subjects and speakers to be arranged by committees 
in each city or town. 


Norfolk District Medical Society 
May 2—The Censors of the Society meet May 2, 19 
instead of May 9, 1929, at the Roxbury Masonic Temple, 
171 Warren Street, Roxbury, at 4 P. M., for the examina- 
tion of candidates. 


May 7—Annual Meeting. 
where on this page. 


Suffolk Medical Society 


May 2—Censors’ eeting. Detailed notice 
on page 906, issue of re 25. 


Worcester District Medical Society 
May 8, 1929—Annual meeting. Worcester Country Club. 


— 


BOOK REVIEW 


Detailed notice appears else- 


appears 


Révision de la Doctrine des Localisations Cérébrales: 
Unité Segmentaire des Réfleres. By R. Brveta. 
Paris: Masson et Cie, 1929. 24 fr. 


Dr. Brugia, who is director of the psychiatric hos-_ 


pital at Bologne, has written an interesting book on 
our modern views of cerebral localization. The theo- 
ries established in the last half of the 19th century 
have been largely abandoned and we no longer think 
in terms of circumscribed cerebral centers,—areas 
which were supposed to have specific functions. Much 
of our knowledge, for instance, in regard to the so- 
called centers for speech comes from the work of Dr. 
Pierre Marie, who writes a preface to this book. 
Dr. Brugia feels that the entire doctrine of localized 
centers should be given up and that we should con- 
sider cerebral function on a reflex basis. The book 
is a discussion of theories rather than a presentation 
of clinical material. 


